MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 41 34 


Reg. Dist. 


“ ge p445 
> 3 “3 % as srt gga: 2. Mi each Nad (Where deceosed lived. If institution: Residence before odmission) 
© °. o. b. COUNTY , 

ts Carroll he saad Maryland : 
£3 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib. c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Bee RURAL ond give neorest town) 7 
hes esville 3mos days Williamsport v 
s 3 ‘d. NAME OF HOSPITAL (If not in haspitel, give street oddress) d. STREET ADDRESS IS RESIDENCE 

“ OR INSTITUTION IN A FARM? 

< Springfield State Hospital None ves O] No 

2 =— 

5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 

- DECEASED OF M 

- vary Jacob Snively Adams DEATH April 7, 1959 

3 5. SEX 6, COLOR OR RACE | 7. MARRIED [J NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 

oa lost birthdoy) Hours Mente 

Male White |wiroweo —_oivorceot) | Dee. 17, 1889 ep oar, 


100. USUAL OCCUPATION (Give kind of work done 
during most of working life, even if retired) 


Plasterer 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Charles Adams: India Nola Warford 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. & INFORMANT Address 


Wb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


Maryland 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


after death. 


ig [Neer "| 936-897 | Springfield Hospital Records 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond ().J 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Then please remove carbon papers. 


quires that the death certificate be executed within 24 haurs oft 


the hospital ar attending physician. 


PART I. DEATH MEDIATE caust io. __Arteriosclerotic heart disease war 
rs DUE TO 
AARP TaN tans Which w__Ceneralized arteriosclerosis Years 
gove rise lo immediote > 
couse (0), stoting the ynder. ( DUE TO 
lying couse lost, (ce) 


rr 


20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Hame, farm. | 20f. (City or town) (County) (State) 
Hour 0. m. While __ Not while foctory. street. office bldg., etc.) } 
pom 19 lot work [1] ot work (J ‘ 


19, 29 that | last saw the deceased 


JAM, fram the causes and on the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING. TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)] 19. WAS AUTOPSY 
Bronche prewponias £ B,S.sssoc.with cerebral arteriosclerosis with PERFORMED? 
psytho eaction ves] No BY 


ate has been signed by the attending physician and campletely filled in by 


MEDICAL CERTIFICATION, 


@::: After this certi 


TO FUNERAL DI 


220. BURIAL, Bue, ‘7b, DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY Yd. LOCATION (City, town, or county) {Stote) 
Bur” |April 10-59] Riverview Cemetery Williamsport Maryland 
Rey R 


(/ 2a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


oare APR 1 3'59 Cntbnt 8 Fein 


the registrar priar ta burial, cremation, ar remaval. and in any event within 7: 


page 3 should be detached for use os the burial-transit permit. 


TO HOSPITAL OR_ATTENDING PHYSICIAN: The law re 
may be retaing 


VS AIS (4) 
15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4166 CERTIFICATE OF DEATH 


04132 


Reg. Dist. No. 


= 4 
& 4 : 1, ae Soe od oy USUAL RESIDENCE (Where deceased lived. IF institutian: Residence before admission) 
= 2. 7 °. b, COUNTY 
~ ag 2 Carroll MARYLAND Maryland Frederick iad 
£ Beg b. CITY OR TOWN (IF autside corporote limits, write | c. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporote limits, write RURAL ond give necrest town) \/ 
3 ® a RURAL ond give neorest town) is 
3 Sykesville 5 days Thurmont 10 Kea 
c, ae d. NAME OF HOSPITAL {If not in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
bi aed ra) / 5 OR INSTITUTION ON A FARM? 
Fae Springfield State Hospital RFD #1 ves NOC] 
2 
e 3 a. NAME 2 First Middle Lost 4, DATE Month Doy Year 
23 (Type or print) John Lewis Baker DEATH April 275 1999 
> 6 COLOR OR RACE |7. aRRIED[_] NEVER MARRIED [] | ®. DATE OF BIRTH 9. AGE (In yeors {IF UNDER 1 YEAR] IF UNDER 24 HRS. 
> \ tthday) | Manth: 7 
: Male | White WIDOWED. ce bivoRCED (] August Ts 1878 86" ‘oe. Spal paler ye 


12. CITIZEN OF WHAT COUNTRY? 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) 


Farmer "baborer™” Fasm Maryland U.SeA. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
August Baker Mary = 
EE Lo ake OLE ea Lares sas 16. SOCIAL SECURITY NO. INFORMANT Address 
No | = 214-168-1086 springfield Hospital Records 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


18. CAUSE OF DEATH [Enter only one cause per line for (0). (b}. and (¢)-] 
PART |. DEATH Meviate cause o,__ AYteriosclerotic heart disease 
LEO » DUE TO 
Conditions, if ony, which (b) 


gave rise ta immediate 
couse (a}, stating the under: ( CUETO 
lying couse last. © 


Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a} | 19. ee ae 
C.B.S. due to arteriosclerosis. 


yes] Noy 
20a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING LJ CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour 0. m. While Not while 
p.m. jot work (] at work 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 ar Part tI of item 18.) 


200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
foctory, street, affice bldg., etc.) i 
1 


MEDICAL CERTIFICATION 


prod ¢€fy 5 M, from the causes ond on the dote stated above. 
p ADDRESS (Street, city or town, state) DATE SIGNED 
site pase! Svan yy, Springfield Hospital 1/28/59 


PHysician's Edmund Lusthaus, M.D. Sykesville, Maryland 


NAME (Type) 


Zo. BURIAL, CREMATION, | 22b. DATE THEREOF %, \E a. ETERY CREMATORY. 22d. LOCATION (City, town, or county) (Stote) 
specify) ed brethern Cem, Thurmont, Maryland 


2D) ‘2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Cflfibiswn wit 42 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . 
CERTIFICATE OF DEATH 04133 


Reg. Dist. No. 


end 


~ ce 
eaeoas 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
é y r \ 0. COUNTY 9. STATE b. COUNTY 1 
ie a] Carroll Maryland St. Mary's Co. 
£ 3 “J b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give neares! town) f 
g 338 RURAL ond give neorest town) ho d Vv 
> §2 enryton ays Chapti = 
2 co . 
> ) Pp ‘i 
a d. NAME OF Horr rat {If not in hospitol, give street oddress) d. STREET ADDRESS e. iS RESIDENCE 
3 Sy {2 4 
2 ES ‘ Yenryton State Hospital c/o Post Office yes (J No 
5 
3 cf 5 5 
, 3. NAME OF Fi I 4. DATI 
= 2 3 BECCA ; mn inst Middle ‘. lost ora pes oe 1959 
& 25 pe oF print gnes arnes 19 
2 Seat 2 2. 
= ise: 3. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] |. DATE OF BIRTH 9. AGE (hn yeor IF UNDER TYEAR]IF UNDER 24 HRS, 
e 4 7 iH ths] Di He Min. 
Ee Wa Female Negro |wirowenx) —oworceo | y=10-1885 yc. ad tteaeee |i ae 
1 as 
2 — 2 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 845 ne mas? of working life, even if retired) M a U.S.A 
a ousewife arylan e De Ke 
Speier, > cee RS 
g 85 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
eee 
pare va ie Colli 
ay ea William Short Nellie Collins 
eo 353 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT 
42 
5 6 § = (Yes, ne. oF unknown) (It yes. give war or dates of service) 
8 efx No None Agnes Barnes 
2 £3 
Sw 18. CAUSE OF DEATH [Enter only one cause per line for (0), {b), and (c).] : INTERVAL BETWEEN 
3 205 PART I. DEATH WAS CAUSED BY: fici ORSAY 
2 ese t DEATIANEDIATE CAUSE fol Cardiovascular insufficiency (Accid¢nt) 
- ££9 Dol & D 
Ae tees . UE TO 
oo oe 
= 28 > Conditions, if ony, which »___ Arteriosclerosis 
= § 4 
= Fhe atin” OR TO = 
ee ate lying coure lor. a Minimal pulmonary tuberculosis IL 
328 5 ca Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19, WAS AUTOPSY 
eo Fes Se aS PERFORMED? 
=f = g 
Ens 
©4855 yes(] no] 
= 4 
ve oe 3B H 20a. ACCIDENT WAS UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 of Port il of item 18.) 
esee° ‘OR CONTRIBUTING CI CAUSE OF DEATH 
aeees (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 iG Sos 20c. TIME OF INJURY Manth, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY, ea form, | 20f. (City or town) (County) {Stote) 
B25 Hour. m. While Not whil Socata! Sats aka 
Folge le H 
S23 Jot work (C] of work i 
a + 0 
2=58 
a,8 E 
Sesto 21. | certify that | ottended the dececsed from_.March 5s, 19.59.10 April 16, 19.22..,that | fast saw the deceased 
52232 
Poo 3 8 olive on__ADY: 2% 19.59. , and that death accurred ot_8215 Pm, fram the causes and an the date stated above. 
F2o35 ADORESS (Street, city or town, stote) DATE SIGNED 
<@:: 
ca 12 
Oc a 
Zou Bs PHYSICIAN'S 
< tae 2 NAME (Typ) FGgars M, Maculans 
= 3, 
3 se Be > d. LOCATION (City, town, or county) Store} 
ad. * : 
= 4 
oto kt LYALDE-tLa ai 
Fe ‘240. REC'D BY REGISTRAR | 24b7 REGISTRAR'S SIGNATURE 
Vs A15 {4} 
ye oate_ APR 21 ‘59 thay Firs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH (4134 


* Reg. Dist. No. 


—— => — 


_ 


tar, 


% ii q. eearen te y 4 Ue AE eee (Where deceased lived. If institution: Residence before admission} 
= s Carroll MARYLAND Maryland b.counry Montgomery 
a) b. CITY OR TOWN (If outside corporote limits, write] ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
2 RUA Bea give ve geyyi sone) Imo. 28 days: Olney ” 
@ d. nse HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS . s RESIDENCE 
4 ringfield State Hospital Box 19h, Brookgrove Farm 6 BF NOT) 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
onl James Sylvester Barr Bam April 7, 1959 
5. SEX 6. COLOR OR RACE | 7. MARRIED [XEXEVER MARRIED oO B. DATE OF BIRTH x La {In yeors [IF UNDER 1 YEAR| tF UNDER 24 HRS, 
lost birthdoy) [Months] Days Min, 
Male White widowed [}__—lvorcéo C] | February 22,1873 Seite ica 


€ 


100. USUAL OCCUPATION (Give kind of work dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) T U S.A 
\ Roofer = ennessee SoA, 


i's. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 4 
= ie st caael Ansel CA a U4: ee pe 16. SOCIAL SECURITY NO. ]17, INFORMANT Address 
“No eh ee - | Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (o).J OR uae Aeon: 


— 
3 
2 
= 
s 
ee 
> 
3 
= 
~ 
2 
& 
5 
3 
a 
o 
e 
¢ 
& 
& 
c 
3 
8 
© 
$ 
5 
£ 
s 
3 
a 
e 
$ 
= 
= 


quires that the death certificate be executed within 24 haurs after death: Page 4 


OR: After this certificate hos been signed by the attending physician and completely filled in by 


Nec. me, oF pid «9, ‘OR CREMATORY 


} ae ees eG) 5 | ea) Lilie ae Wee 
weg eke, = ) 24a La 


Zid. LOCATION (City, town, oF goyaty) (Store) P i/, 
(EPS Vy LAME ELS ae Vig. 


2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Sh 


OaTE_app 1 "59 Onthun £ Miah 


may be retoin 
TO FUNERAL DI 


5 
2 
a 
x 
5 
é PART | DEATH MASA Cho io) __ Arterdosclerotic heart disease Years 
g LY DUE TO 
=> Conditions, if ony, which 
€5 gave rite ta immediate a= 
S< couse (0), stoting the under: ( OUE TO 
rd § oe) lying couse lost. fc) 
eee eo z 
335° Pag, OTHER SIGNIIGANT CONDITIONS CQNTRIEUHNG TO DEATIOEUT NOT SFLATEO 79 WE TERMINAS DISEASE CONDITION IN PART Hol ]19. WAS AUTOPSY 
Seats 2) c.BiS.assoc.with cereb: : erosis with psychotic reactions PeREORMED? 
ages S YesX] No] 
Feeas © [200. ACCIDENT WAS UNDERLYING [)__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of tem 1B) 
eSee5 & [Or CONTRIBUTING L) CAUSE OF DEATH 
Se ees i | (F EITHER, NOTIFY MEDICAL EXAMINER} 
Ystes & |0c. TIME OF INJURY Month, Day, Year [20d, INJURY OCCURRED | 20e, PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
= S286 8 Hour 0. m. White Not while foctary, street, office bldg. etc.) ! 
zsi7é 4 p.m. jot work (J at work [J ' 
63 os 
g = Se 21. | certify thot | ottended the deceased from February 9, 1959 tApril 7, , 1922._thot | tost sow the deceosed 
a 2.2 
of 3 3 olive on__Apr? M, from the couses and on the date stoted obove. 
ELOs5 ADDRESS (Street, city oF town, stote) DATE SIGNED 
Oo = 
< — >. __Springfield Hospitel /1/59 
Ct $5 DD PSRONATO RE cd hee flan rl ef MD. EEE Lie 
OPED Ee 
Pe 3 5 
Sea2e 
= z 
g2Z58 
= Sue 
° a= 
e 


td 


quires thot the death certificate be executed within 24 haurs after death: Page 4 


the haspital or attending physician. 
OR: After this certificate hos been signed by the attending physicion ond completely filled in by 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 
may be retain; 


VS At 
15M 


funeral director, 


@ 


Pages 1 and 2 should be fi 


9 


TO FUNERAL Di! 


2a 


Then please remove carbon papers. 


Page 3 should be detached for use as the burial-transit permit. 


with 


the registrar prior ta burial, crematian, or remaval, and in any event within 72 hours after death, 


4 
ss 


MARYLAND D STATE DEPARTMEN TOF HE EALTH 5 BALTIMORE, 18 a 
145 “CERTIFICATE OF DEATH 04135 


Reg. Dist. No. 
= 
te TAS OF DEATH ri eae eee (Where deceased lived. If bees Residence before admission) 
oll Coun’ MARYLAND ¢ a ‘land b. COUNTY 0, 
b. ie pero qt fa aor limits, write ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {IF outside corporote limits, write RURAL and give nearest town) Vv 
ee igen pane te 
Bye 12Ys.6Ms.6Ds|, Siideystie// Md Hancock 
a. Oginetyuh HOSPITAL = not in hospitol. give street! oddress) d. STREET ADDRESS: «. Beane 
Springfield State Hospittal [Bid _---- ves [No 
= 
3 Benne’ First Middle Lost 4. er Month Day Yeor 
(ype or prin) Harry Cornelius _ Bishop ceamh = Aprdl 18 1959 
S. SEX 6. COLOR OR RACE ]7- MARRIED] NEVER MARRIED [f] 8 DATE OF sIRTH 7 IF UNDER 1 YEAR] IF UNDER 24 HRS. 
sic hay) TaaeAR 
M W wiooweof} _ovorceo} | March 23, I9TI 7 Breen [Monts] Bars | ows | min 


Oo. ite OCCUPATION KGire kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (State or foreign ee 12. CITIZEN OF WHAT COUNTRY? 


Best of working even if retired) 
BP Fere 4ObS Fulton, Pa. Hancock, Va 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Andrew Bishop Marie Booth 
He was pee ERIN U. S$. ARMED. pomeees 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
ee a en oiled ot oe 
No ‘Vo Statist. date sheet Springfield Stes Hosp. 
1B. CAUSE OF DEATH [Enter only one couse per line for {0), (b), ond (¢)-] INTERVAL BETWEEN 
_ TART) DEATH MPDIAIE-Cablsr o)___ Coronary ocolusion one_hour 
a (i QUE TO 
Conditions, if ony, which Arteriosclerosis 


Gove rise to immediote 
couse {o), stoting the under { OVE TO 


lying couse lost, ei Partial ankylosis of all Extremitis 
Past 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho) / 19. Bede 
Schizophrenia paranoid type ves] NO 


200. ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) Grote) 
Heer voter. While ist mile foclory, streat, office bldg., etc.) | 
p.m. jot work [} of work ' 


21. t certify that_| attended the deceased from.___VULY 5 19S 3, Bo 31 th. of apne 58. | last saw the deceased 
olive on_ 3X bf 8M, from the causes and on the date stated above. 


Fa ADDRESS ri city wen, stote DATE SIGNED 
ACTUAL ‘\\ ante f af mee a 
SIGNATUR! PANS ON tN VS ed ND = \S oe a ee 


PHYSICIAN'S 
NAME (Type) lyron| Nizankowsk} ‘ 
Oe ee, 
No. REMY cacape Mb. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, fown, or county) {Stote) 
EMOVAL (Specify) 
B el 2259 presbyterian Cometery|Warfordsburg Fulton Penna. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. Zao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


VIL reek 2 han. KX] ce, PyrzK ompR 2.3 '59 Crk £, Fass. 


MEDICAL CERTIFICATION: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a 3 
a... sana OF DEAT cag te6 


1. PLACE OF DE DENCE, While deceoted lived. If intitufons Reidence before odmissieh} 
©. COUNTY ¢ b. COUN’ ~ oe k. 
q*. ( AU Me / 
- ouy if ouhide cc LENGTH OF STAY IN Tb ; 
ey 72 


‘d. NAME OF 2 ir not in Raa pve Stree} aie Lg) 
Week | 


om 


eral director, 


uni 


ld be filed with 
ead 
¢ 
<1 


@ 


SA 
=. STREET ADDRESS 


@. 1S RESIDENCE 


es ONTA FARM? 
ves] No[} 


tee G2 


(In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
“fap uthday) [Months] Days | Hours] Min, 
oA Lis 


ypu Z, 12. CITIZEN GE COUNTRY? 
od LLY 


OR INSTITUTION 


‘< 


Loon! 


ficate be executed within 24 haurs after death: Page 4 


se remave carbon papers. Pages | and 2 shat 


18. CAUSE OF DEATH me enly one couse per line for (0) (6). ond (ch /7 


PART |, DEATH WAS CAUSED 8Y: PS a 
IMMEDIATE CAUSE (o! i wéiata te 


Uk ./ DUE TO 
Conditions, if any, which i. 


gove rite to immediote 
couse (0), stoting the under- ( OUE TO 


lying co Jost. (c). i 
Past Ul, OTHER SIGNIFICANT CONDITIONS CONTRAUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) |19. Was AUTOPSY A 


RFORMED? 
ee O nog 

200, ACCIDENT WAS UNDERLYING (]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

OR CONTRIBUTING C] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c, TIME OF INJURY Month, rf Yeor |20d. INJURY OCCURRED 206. PLACE OF INJURY (Home, form, 120F. (City oF town) (County) (State) 
Hour o. nm. While Not tiny factory, street, office bldg., etc.} 
p.m. jot work [1] of work H 


21. | certify that | attended the deceased a ELTeee ch 1927", to Ceaeershe LS, 19.52.,that I last saw the deceased 


alive on_Arreerk AS, 125/___, and that death accurred at.i-_/S_2.M, fram the causes and an the date stated abave, 
é — “ADDRESS (Street, city or town, stote) j y no SIGNED 
fonator/ | 77 gre “ace sae 


INTERVAL SETWEEt4 
ONSET AND DEATH 


su 


Then pl 


the registrar priar ta burial, crematian, or remaval, and in any event within 72 hours after death. 


MEDICAL CERTIFICATION: 


: After this certificate has been signed by the attending physician and campletely filled in by 


¢ hospital or attending physician. 


@: 


page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 


feed yl 
£3 : eee 
a 73. ee Peg town, or 
a coynty) (Stote! / ‘3 
2 OL LLA. WZ, 47 Ms / y, 
2 Bi, REGISTRO SIGNATURE 
Yn? VV | DATE APR 28'59 Onrthun £ Fash 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


teal 


04137 


hk ehey Reg. Dist. No. 
es ee SS ee ere 2 ee 
35/ M 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceored lived. If isitution, Residence before odmiuion) 
£3\ ee MARYLAND SSS 
so and g 
. 3 b. CITY Ss TOWN {If outside corporate limits, write ¢. LENGTH OF STAY IN Ib € ri ate TOWN (If outside corporote limits, write RURAL and give nearest town) * 
$ RURAL ond give neores! town) M 
52 1 mo, 20 ss Baltimore “Ze 
3 d. Ni oT OF HOSPITAL | mae not in hospitol, give street address) d. STREET ADDRESS: @. 1S RESIDENCE 
bed (o / =¥ OR INSTITUTION ON A FARM? 
29 ringfield State Hospita 611 Ensor Street ves T] NOS) 
eee 
£5 3. NAME OF Sal Middl bo 4. DATE 
B48 eS. irs iddle st Month Day ear 
{Type or print) ohn NMN CASG Oo DEATH Apr E 1 9 59 a 
: 5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [Gf | & DATE OF BIRTH AGE (In yeors [IFUNDER 1 YEAR|IF UNDER 24 HRS, 
berries Dap Mae 
218 Wh wibowep [[} bivorceo [] ge 0 yn. pa a 
100. USUAL OCCUPATION (Give kind of work done| 10b.. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
- during most of working life, even if retired) i 
§ 2 = a aly 4 n 
8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 
g Pa escio 
é 1. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
§ igrneracialiaces fiitrtalesicexsec aatea"e! service? 
a0 | = Springfield Hospital Records 
@ is 
HW 18. CAUSE OF DEATH [Enter only one cavse per fine for (0), (b). ond (c).] INTERVAL BETWEEN 
6 PART |. DEATH WAS CAUSED BY: ae 
§ IMMEDIATE CAUSE (0c), _Garcinoma of the stomach months 
= PSs DUE TO 
Conditions, if any, which i 


Gove cise to immediate 


3 
s 
6 
g 
2 
a“ 
S 
£ 
= 
* 
= 
5 
s 
3 
& 
2 
° 
s 
mol 
z 
° 
3 
& 
& 
s 
S 
= 
s 
3 
£ 
s 
5 


21, | certify that | attended the deceased from. February 25 19.59, to April 15 __, 19. 59 that | tast saw the deceased 


alive on April 15_ Yoel and that death accurred at_103.55m, from the causes and an the date stated abave. 


OR: After this certificate has been signed by the attending physician ond gy 


page 3 shauld be detoched far use as the burial-transit permit. 


couse (a), stoting the under. OUETO 
a lying couse lost. ce 
(a FA Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1o)] 19. ae AUTOPSY 
by =| CBS assoc. with cerebral arteriosclerosis, with psychotic reaction, te SD NOTe 
a Vv 
ea = 200. ACCIDENT WAS UNDERLYING 2) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port It of item 18.) 
“4 a OR CONTRIBUTING () CAUSE OF DEATH 
5 © [CIF EITHER, NOTIFY MEDICAL EXAMINER) 
° & 2c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, T20f. (City of town) {Counly) {Stote) 
5 ry Hour o.m. While Not while foctory, street, office bldg., etc.) | 
5D = p.m. 19 Jot work [J ot work [J H 
‘8 
ie) 
2 
Fi 
= 


? ae j y a ADDRESS (Street, city or town, stote) DATE SIGNED 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death; Page 4 


‘ 
3B 
= 
re ACTUAL 
8 SIGNATURE./ 
: & f 
Boes PHYSICIAN'S ( 
ease NAME (Type) _A bustin del Campo, 
BE°o 220. BURIAL, CREMATION, Tb. me THEREOF ~i NAME OF Bey ‘OR CREMATOR’ 72d. LOCATION (City, town, oF county) {Stope} 
be ee BOLE” Redeemer (em one, Maryla 
i = d 
2 23. FUNERAL hal” SIGNATURE ADORE! eS ao. REC'D BY ono. db, REGI eee es ar; oar 2 ar 
YEayss. Leonard 9. a” 0 i ond Road #7 4f | oaAPR 20'S 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Ae’ 
CERTIFICATE OF DEATH (04138 


a Reg. Dist. No. 
| M 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
3 ' 
Carroll marnano || °°!" Maryland SCNT Carroll 


b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib 


«. CITY OR TOWN (If autside corporate limits, write RURAL and give neorest fown) 


tneral director, 


RURAL ond wie” aeorest town) 


Airy years Ma M 
@ , d. gh ate ROSTRL (If nat in hospital, give street address) 7 STREET ADDRESS e. Peta 
Xx "8"Bennett Branch Rd, 2 Bennett Branch Rd, vs 0) NOT 
a peed SS First Middle Lost 4 bei Manth Day Year 
(Type or print) Melissa DEATH 19 EQ 


5, SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [1] G. ne = 8IRTH 9. AGE (In ‘on [lf UNDER 1 YEAR]IF UNDER 24 HES, 
os oltntoy) fie Min, 
Female White |wioowen gg} _—oovorceo ] | No ye. 
10a, USUAL OCCUPATION (Give kind of wark donel 10b. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLAC! Sere ‘ar fareign aaa Ur ‘cea OF WHAT COUNTRY? 
during most of working life, even if retired) 
ousewife Own home agettsa e, Md. USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Issac Moxle ga Bak 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. nionara Address 
Tax, 0, oF vritnown) {it yes, give wor or dates of service) 
artes Lee Mrs Wm Bo A y Md 


18. CAUSE OF DEATH [Enter only ane cause par line for (a), (b), and J Heian BETWEEN, 


INSET AND DEAT. 
PART I, DEATH WAS CAUSED 8Y: 9 ¢ g 3 p 
IMMEDIATE CAUSE (o L-C-€ 24-14 LOZCUNE in Pi 2 ¢ Cz 
; 


xX 14 DUE TO 


© 
Dp 


within 72 hours ofter death. 


Then please remove carbon papers. Pages | and 2 shauld be filed 


Conditions, if ony, which ® Ag Al hs 
gave to immediate = 

catse (0), stating the under. ( OVETO 
lying couse lost. a 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa) 49. WAS AUTOPSY 


PERFORMED? 
ves) nol 
200. ACCIDENT WAS UNDERLYING [)_— | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
‘OR CONTRIBUTING [J CAUSE OF DEATH 
(l@ EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, re Year | 20d. INJURY OCCURRED | 20e. pee OF INJURY {Hame, farm, 1 20f. (City or tawn) (County) (State) 
Hour 0. m. While Not tile factory, street, office bidg., etc.) 
p.m. Jat work [7] ot = H 


-. 947, to.. (ex 


zt that death accurred at, 


MEDICAL CERTIFICATION: 


IR: After this certificate has been signed by the attending physician and campletely filled in by 


he haspital or atten: 


the registrar prior to burial, cremation, or remaval, ond in 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
page 3 should be detached for use os the buriol-transit permit. 


| DATE SIGNED 
£5 | one 
cn U 
o< 
< 2 
sy [f2e. BURIAL, CREMATION, | 2m. DATE TH Yo Tie. NAME OF CEMETERY OR CREMATORY ‘2d, LOCATION (City, town, or county) (State) 
5 REMBYA 
ge Wren | 4/, LA5/ 72 Pine Grove 
4 23. FU 2) DIRECTOR’ ‘ong Jaa, RECD BY REGISTRAR | 240, REGISTRAR’ SIGNATURE 
Vs Ats.(0 mascus, Md, pate APR 1 5 ’59 (am: ££ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


= - CERTIFICATE OF DEATH . (4139 


- ~-= ew Reg. Dist. No. 
& $ 5 / 4 eur i 2. USUAL RESIDENCE (Where deceated lived. IF insiitution: Residence before odmistion) 
£ 3 / °. aero 11 NARYEAND ©. STATE poate, b. COUNTY Yorks . 
3 rs b. cin OR TOWN UE ould Sieee limits, write © CITY OR TOWN (if outside corporate limits, write RURAL ond sive reorest town) g 
.2 Rural, Westminster R-2 6 Weeks iHanover, .Penhsy lvania. 15x 
eS: te 4. ea eae (iF not in hospital, give street oddress) 4, STREET ADDRESS «. 1S RESIDENCE 
oe elle adow View Convalescent Home 592 Baltimore Street Yes] NO 
5 3. NAME OF | Fint Middle Lost 4. Date Month Day Yeor 
a (Type or print) Maggie Maude Clousher oeatH §=— 4/22/59 19 
D> 
2 


5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [] |8 DATE OF BIRTH %. AGE [In yeon If UNDER L YEAR] IF UNDER 24 HRS. 
ost birt Y) Monthy Do} He Min. 
Female White widowed [F —v1voRceD 11/12/1872 86 Ris) Pde] pea ale aE a 


Oa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
Housewife—-Housework,Ret. Her own home Carroll Co,, Md. U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Jacob H. Koons Phoebe Kiser 


atte cr ceeenccin Oy ty ot any Eo FORCES? 16. SOCIAL SECURITY NO. |17, INFORMANT Address 12 
No 198-07-8705 |C. Melvin Clousher, 327 Frederick St., Hanover, 


18. CAUSE OF DEATH [Enter only one caute per line for (0), (b). ond (¢)-] INTERVAL BETWEEN 
4 


hours after death. 


jires that the death certificate be executed within 24 haurs after death. Pa; 
Then please remave carban papers. 


cate has been signed by the attending physician ond completely filled in by # 


3 PART I, DEATH WAS CAUSED BY. 73 pep tia) ey 
Le IMMEDIATE CAUSE (o| 
3 é ) DUE To 
Pars Conditions, it any, which 
Eo gove rise fo immediote 
= gc couse (0), stoting the under, ( OVE TO 
= § maid lying couse lost. (c). 
385° Zz Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
Spats 2 ° PERFORMED? 
& : = 
gages & MAAK (YM Yes] NOK 
Foes é& # [200. ACCIDENT WAS UNDERLYING C]__| 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 1B.) 
we oe 
= 2 & | OR CONTRIBUTING [1 CAUSE OF DEATH 
Zeess i | (F ETHER, NOTIFY MEDICAL EXAMINER) 
Zstes & |20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED 208, PLACE OF INJURY (Home, form, 120f. (City or town) (County) (State) 
= 6°93 a Hour an. While Not while foctory, street, office bldg., etc.) fi 
Zs ie 2 p.m. 19 lot work [] ot work [] t 
] os ; 
28352 21. | certify that | attended the deceased from... 2-14, 19.320, to Af = D2, 19S Tithat | last saw the deceased 
z 3: : 
8s — 3 5 alive on____=4_=. -M, from the causes and an the date stated above. 
E Le 2 : “ ADORESS (Street, city, /9t tony sate DATE SIGNED 
< - ACTUAL iA et Pe) : iH Base 
ve B58 ' SIGNA { : cp wth M.D. hd Ms Kuas She Ldttelenes Ma YS 9 
aze ! oe j 
2ol3s PHYSICIAN'S: XR = 4 P 
z2a38 Pa Leb NoTTER MD. (2.WKING ST LITTLES TOWN, PA. 
3 ee eee 5 
Pes Ae 720. BURIAL, CREMATION, | 220. DATE THEREOF ec. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) (Stote) 
TER Pos etree eat Nr, Littlestown, Adams Co., Pa 
pat 3 Burial 4/25/59 Christ Church Ceme ad = , oy * 
9 Fo %= Py 
= & (29 a EA a, ‘ADDRESS aa. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
15 (4) y i town, Pa 
Yaw if Acthasol /) KLEE Littlestown, = pate APR 2 4'59 ed 


————————— nee ey 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


* abi EXAMINER’S CERTIFICATE OF DEATH a. if 0 


iD 


FOR STATE 
HEALTH pea 


1, PLAGE OF DEATH 7. USUAL RESIDENCE (Where deceased lived. If inilution: Residence before adminion} 
: Ol 
: Ee uo Carroll marvtano |] ° SATE Maryland » counry Baltimore Co. 4 
aie = a 3 b. CITY OR TOWN (it ournide corporote limits, write RURAL . LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town} v 
S Sr ‘ond give rearent town) 6m 3 B L 2h 7 
5B Ss SS Sykesville 29yrs.6mos »3dpys: altimore 2 03x 
3 aes __ FBX = A 
e: d. NAME OF HOSPITAL OR INSTITUTION (If not in hospito!, give street oddress) dad. ‘STREET AC ADDRESS. «. Een 
a é 
sees Springfield State Hospital 306 Nor North th Point Rd ves] No 
ee ek ee i ae = ae 
Besos 3. NAME OF First to 4. oe Month Dey Year 
$2 Ba 
sy eee (Type oF print) Daisy Crafton bam April 30, 1959 
Sos 3, SEX 6 COLOR OR RACE |7- MARRIED [] NEVER MARRIED PXJ]® DATE OF 8IRTH 9. AGE in year [IFUNDER YEAR] IF UNDER 24 HRS. 
= 35 Spb birthdor) Months] Doys | Houn | Min. 
moe Female White wiooweo] —_oworceot] | July 8, 1907 BAe sin us p 
e502. <J 10a; USUAL OCCUPATION [Give kind of work done] 106. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (Stote or foreign country) h2. CITIZEN OF WHAT COUNTRY? 
3 2 Oe grapes of working lite, even if retired} 
Se S one - Marylend U. $ ohe 
= 3 g 3% 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME P 
DD 
gee ee Dudley J. Crafton Barbara Frank 
ane Ho 15. WAS DECEASED EVER INU: 5. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT r rr a 4 
Sein as, 00, 0¢ unknown] yes. give wor ov @ofes of vervice) 
SOs. 3 ° | - - Springfield Hospital Records 
52 Re ' 18. CAUSE OF DEATH [Enter only one couse per line for (0, {b), ond (e}.] BCE ye 
Egae PART 1. DEATH WAS CAUSED BY: 
Bese ° IMMEDIATE CAUSE (o} Bronchial pneumonia a 23) eee ___| Days- 
pes 6 3 Vv qO4,T DUE TO 
rr Oss Sontiions. it ony. which) — o___Hemorrhages right lung due to fractured ribs _@ wks.plus_ 
Paes 33 6 (0), sloting the underlying( OUE TO 
ea" = og cause lost. rs (ch = ee . 
BO o ry 2 Zz HER SIGNIFICANT CONDITIONS CONTRI JUNG. TO O DEATH B BUT Ni LATED 1O AL DISEASE IDITION GIVEN IN PART 1(o)/19, WAS. AUTOPSY - 
25 oe 5 ay Sic. BU8of “tinknowm or unspecified cause ae Soh eee reacts ons iv =o wi 
geese 5 a Be. L . ¥ pee NS 
= fg go E J200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port # or Port Hl of item 1B.) 
Syiig & | PRIMARY C) or CONTRIBUTING 2 
io 3 = aoe & [CAUSE OF DEATH. Unknown 
ee - = a 3 
(= FSB 3S [z0c. TIME OF INJURY Month, Doy, Yeor [70d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home form, 204 20. (City or town) (County) {Stote) 
So! y/o Hour em. White No! while | —_ feclory, streat, office bldg., etc.) | 
Beets Cl m Unknown 19 Jor work] otwok ospital ; Sykesville Carroll Ma. 
aE wee 21. haa that | taok charge of the remains described above, held an Autopsy [3 Inspectian EJ, Inquiry [KX], and in my 
zs, ozs 4 resulted fram: Natural causes [ea Accident &. Suicide [], Homicide [[], Undetermined manner [[] 
pie? ht a 
oO o 
@: 3 TOM TS. Weer. mp, CHIEF MEDICAL EXAMINER [) aad 
=° s 2 £ 4 ASSISTANT MEDICAL EXAMINER [7} 4/30/59 
regss James T. Marsh, M.D. DEPUTY MEDICAL AL EXAMINER 
5esee = oS LS Ss 
Seek Zia. BURIAL, CREMATION, |22. DATE THEREOF | 22c. NAME OF CEMETERY OR CREMATORY Pei TOCATION {Cily, town, or county) (State) 
a esa REMOVAL (Specify) 
e’*o® | Burial ae ore Co., Maryland = 
240. REC'D BY coe ‘24. REGISTRAR’S SIGNATUR! 


undalk 22 | ome MAY eS 58 | Pike Fu 4 Fiaua 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 | 4 
4I55 CERTIFICATE OF DEATH neg it hod 


ol 


—=a 
3 2 i AL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
S 3 FB “ail Kai 2 se ore b. COUNTY 
8 . sate 
ies : Carre: imits, wri CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 
£3 rs LY OR TOWN {if outside corporote limits, write | c. LENGTH OF STAY IN Ib a . 
8 2s eel 29yrs.2mos,lidays _ Baltimore be 7 
3 > 3 oi ADDRESS e. IS RESIDENCE 
eo: [if nol in hespitel, give sireet oddress) d. STREET Is RESIDENCE 
de d State Hospital 2500 Reisterstown Rd. ves] No 
2 «8 : 4. DATE Month De: Yeor 
BF REIS First Middle Lost 5 oni 5 : 
2 #3 3. NAME OF Da " a 
ues Type Frank James Crook BEATH April 9, 9 
~ 2, (Type or print) 
= ; TEUNDER 24 HRS, 
Baer > 5. SEX 6. COLOR OR RACE | 7. MARRIEDE] NEVER MARRIED DD [® date OF eietH 9. AGE {In yeors a 
3 fie Male White  {wiooweo pvorcepf] | July 12, 1897 SL ye. 
2a A TRY? 
3 ¢ cae ¥Oo, USUAL Rec WON (oe kind ¥ eae 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country) V2. CITIZEN OF sg COUN’ 
8 sot during most of working life, even if retir 
es ag Attendan - Maryland U.S.A. 
3B 6 3 ry 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
eS 
2 98% James W. Crook Mary E. Quinn 
Ssahn 
3 & 3 3 1, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT Address 
= ryt vice) 
Dees Be | eee - Springfield Hospital Records: 
yi 
INTERVAL BETWEEN 
3 5 3 q 18. CAUSE OF DEATH [Enter only one cause per line far (0), (b), ond (c).] ona At GETWEEN 
205 L WAS CAUSED BY: ours 
ae eee PART |. DEATH Mebiatt cause o) cerebral thrombosis 
<£ ee } s 
Ess ££ a x DUE TO. 
. $F: : 
£ 5.» hifadah i Cerebral arteriosclerosis Years 
= f2> Conditions, if ony, which e 
‘es es ' a 
3 3 £ y gove a i sees BEET . io 
5 be ingegus leh 6 ote y_Seneralized arteriosclerosis 
e528 : : 19. WAS AUTOPSY 
5 3 8 é be ra Part Il, OTHER SIGNIFICANT cilia. hebeeiine Fa a NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{) | 19. Sige 
SghrR &|Schizophrenic reactim, phrenic type. ve] NO 
eG 50/6 _ : 
= ot 35 = BO ORR ETING Eh oecee pear 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture af injury in Port 1 or Port I af item 18.) 
See ce 
oy Oye $ ir EITHER, NOTIFY MEDICAL EXAMINER) 
sSe =: @ form, 21 20f(Cily or lows) «Cn Counipy, he SRN 
Stess S |20c. TIME OF INJURY Month, Doy, Yeor pe ueper oer une? 2e. ReGen aes itis (e {City oF town) (County 
bY . Js t 
F588 2 S is z a ee a ee ' 
Soe ets — 
g % oie a 21. | certify that | attended the deceased fram “aren _ Cl ee ry lec ee 2225 1959._that I ae the te 
a 2232 d the date stated abave. 
22438 ote on REE 4 —___ 12.39, en et deg ober ot ABET Wr te cove ond ante dete ated-abane 
woe oD $ . 
le oe 
@:: Sitin LZ d2iifld uo, Springfield State Hospital 4/20/59. 
Mm oe A 
Ocare / Ne a 
ez28 Nameiven_(/Agustin delCampo, M.De; _Sykesvilley Maryland 
e faeces ld 
5S g ey Zo. BURIAL, CREMATION, | 226. DATE THEREOF ‘ac. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county) {Stote) 
f5285 Ruiad | 4-22-59 St. Augus s_Cem,| Elkridge, Maryland 
= m D ; ; i B'S SIGNATURE 
te) . ° 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2ha. REC'D BY REGISTRAR ‘2Ab. se $ 4 
‘ : 
EAs Howard H. Hubbard 4107 Wilkens Avenue [ox APR 22°59 Onikan Le hase 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
& 4142 CERTIFICATE OF DEATH 


tad 


04142 


Reg. Dist. No. 


Then please remave carbon papers. Pages 1 and 2 shauld be filed with 


2 ] 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution, Residence before edmiion 
8 8. /y yaa yy : b. COUNTY i 5 
o] DAAC — hphdegiuag BALD ss 
3 b. CITY OR TOWN (If outside corporate limits, write [c. LENGTH OF STAY IN 1b || _c. CITY OR TOWN (IF autside corporate Jimits, write RURAL ond give neores! town) 
3 RURAL ond give nearest all > Phe A aR Dita: “hiclin ve 
q VHaA FA (hn. LLLP OT 
¢$ do NAME OF HOSPITAL or = a hosp Give! real Garren “d. STREET ADDRESS he ©. 15 RESIDENCE 
f OR INSTITUTION } y ; f ON A FARM? 
A fi . LSTA BD a eK 2 ves (] No] 
3. NAME OF First Middl ! 4. DATE ¥. 
NAME OF Gay Ni a oe DA J Mant) Dey Year 
(Type ar print) LULEELST OG He ADE 4 CRO4/ L.\ Stam Cfr2t eis j 


9. AGEA In years [IF UNDER J YEAR| IF UNDER 24 HRS. 


rr eg lost birthday) Doys | Hours Min, 
Ad A ST/ST ys. 


a YOo. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE Pe + foreign count) 12. CITIZEN OF WHAT COUNTRY? 
= during most Eon ing life, even if retired) 7 bet i 3 
3 yj {ff me, f 
eI af w, 4 A ~ Aff au -€ 
3 14. MOTHER: S MAIDEN NAME a 
= - i 
4 by a _ LBL) y 


ia 


I 15 WAS fice ST ARMED eat ie —C SECURITY NO. |17, INFORMANT 5 “Address ( 7, 
es, No, oF unknown A ye, give wor or ats of servi) dee Y tthe) fi ' 
Mae zs! 99. le; Z Ae J Ro thd bad: g = - 
i can Of AN [nS SS SS ES SS 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART |, DEATH WAS CAUSED BY: 
yon CAUSE (o} 


that the death certificate be executed within 24 hours after death. Page 4 


gned by the attending physician and campletely filled in by 


j. Ly DUE TO 
Canditians, if ony, which 0 
ty gave rise ta immediate 
“3 cotse (a), stating the under. ( OVE TO 
g lying couse last. fl 
™ i 
R28 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)]19. peeorsy 
2 a 
ead yes] no] 
£ = 
= 2 


ica 


20a. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Var Part Il of item 1B.) 
OR CONTRIBUTING C7 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, ae Year 20d. INJURY OCCURRED [20e. PLACE OF INJURY fHioms, Farm, 120. (City or town} (County) (State) 
Hour 0. m. While Nat sie factory. street, office bidg., ete. a] 
p.m. lat wark [7] at work 


21.1 certify that | attended the deceased fram. 2 here Afpfdabh 12... \EFthat | last saw the deceased 
alive ani Si Z.., and that death occurred a! 4M, fram the causes and an the date stated abave. 


DDRESS (Street, cityr town, state) DATE SIGNED 
r 
Lidl Spb 


Md. LOCATION (City, tawn, ar county) (State) 
% L ‘ff , 


Mitte Aan Lo ted fA L724 


wh. ESB B REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ad 


MEDICAL CERTIFICATION 


he hospital or attending physician. 


IR: After this certifi 


PHYSICIAN'S 
NAME (Type) 


the registrar prior ta burial, crematian, ar remaval, and in any event within 


page 3 shauld be detached far use as the burial-transit permit. 


may be-retaine: 
TO FUNERAL DIR! 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VS ANS [4] 
1SM we 


WA MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 4 14 3 
\ 4158 CERTIFICATE OF DEATH 


| Reg. Dist. No. 
e 3 8 bar a A blll 2 pean rece (Where deceased lived. If institution: Residence before admission) 
©. °. b. COUNTY 
. 3 'YLAND 
5 Carroll ee Maryland 
% b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
s RURAL ond give nearest town) ) g, 
2 enryton 2 days Baltimore 


® 


Pages | ond 2 shbuld be fijed with 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d STREET ADDRESS @. 1S RESIDENCE 
et OR INSTITUTION ON-A FARM? 
adi Henryton State Hospita 603 Collett Street ves (No &@ 


3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
DECEASED» OF 
(ype or print) Charles Davis, Jre DEATH April 3, 19 59 
‘5. SEX 6. COLOR OR RACE | 7. MARRIED DG NEVER MARRIED (J 8. DATE OF BIRTH % por tnaae IF UNOER } YEAR| IF UNDER 24 HRS. 
lost birthday} Min. 
Male Negro |wroow OSepyrorceoO] | Nove 10, 1910 i ve 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


5 
gs during most of working life, even if retired) 
co Unknown Galesville, Maryland U. Se Ae 
8 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8S 
ge Charles Davis, Sre Unknown 
oF 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
§ i (Yes. no. oF unknown), {It pes, wor or dates of service) 
No | Unknown Charles Davis, Jre 
18. CAUSE OF DEATH [Enter ‘only one couse per tine for (a), {b}. ond (c). ] INTERVAL BETWEEN. 


ONSET AND DEATH 


PART |. DEATH MEDIATE caus 1. __ Cardiac insufficiency 
oveto Far advanced bilateral extensive pulmonary TB 
Conditions, if ony, which w» __ With bilateral cavitation 


Then plea: 


R: After this certificate has been signed by the attending physicion and completely filled in by’ 


E gove rise to immediote 
&. couse (o}, stoting the under. ( PVE To 
§ = lying cor lost. () 
22s 5 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
Ros = 
33 s ves No) 
Pes = [200, ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
5 n & [OR CONTRIBUTING DJ CAUSE OF DEATH 
Bek & |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
s = ee 
356 & |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, form, 1 20. (City or town) (County) (Stote) 
B28 ray Hour 0. m. White Not while factory, street, office bldg.. etc.) | 
m4 t = p.m. jot work [] of work [] ‘ 
5 3 21, | certify that I attended the deceased from._APTA1 2, __, 19.59, to April 35, 19.59.,that | lost saw the deceased 
3 
3 % alive on_. 19.59. ., and that death occurred at: 6:15. PM, from the causes ond an the date stated abave. 
é = 
r] 
‘J 


een 
é ADDRESS (Street, city or town, stote) DATE SIGNED 
peep GM ters b GO. eit Maryland h=3=59 


OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 


bo 


the registrar priar to burial, crematian, or remavol, and in any event wii 


Pees PHYSICIAN'S 
segs NANE er Dia Edgars Ms Maculans, Sapte .--Henryton. State Hospital, Henrytons Mae __ 
$ a3 s e-tuleLA Cotenongemtn ~ & 22d, ae, City, town, or county] (Stote) 
>> VAT) (Speci 
272% 19+ 99 : z ye Ved», 
- ee FUNERAL DIRECTOR'S SIGNATURE ae . ‘2d. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
VS AIS ; yy, af 
tes cats IE Vita pd Adak Yr _| SVB 3°99 __|Ctton £ Hose 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 _ 


4157 CERTIFICATE OF DEATH naj al ae 44 


a 


3 1. Lets et! re EER seas (Where deceased lived. If institution: Residence befare odmission) 
= o b. COUNTY 
- MARYLAND 
§ Carroll i" Maryland 
3. b. CITY OR TOWN [If cutside corporate limits, write | ¢. LENGTH OF STAY IN Ib c, CITY OR TOWN (iF outside corporate fimits, write RURAL and give neores! town) JV 
® RURAL and give nearest town) +s 
= Henryton, Maryland 154 days Cumberland _ alog 
d. NAME OF HOSPITAL (if aot in haspital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
5 OR INSTITUTION > ON A FARM? 
Henryton ate Hospita _329 Frederick Street ves C] No & 
P—- eS ——— 
3. NAME OF First Middle tot 4. DATE Manth Doy Year 
DECEASED | OF 
(Type or print) John Henry Davis,Sr4 deat April 8 19 59 
5. SEX 6, COLOR OR RACE |7. MARRIED [B® NEVER MARRIED (J IF UNDER 24 HRS. 


8. DATE OF BIRTH 9. periiney IF UNDER 1 YEAR 
ast Sirthdey) | Menths| Days 
2-1-1899 Om. 


lease remove carbon popers. Pages | and 2 shbuld be-filed with 


thot the death certificate be executed within 24 haurs after death: Page 4 


Malg Negro |wioweop) _ vivorceo.] Hwee eS 
< Wa. USUAL OCCUPATION (Give kind af work dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during mast of working life, even if retired) 
ef aborer West. Md. R. R. Cumberland, Maryland USA 
& 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
i William R. Davis Susan Bates 
3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
£ Yes. no. oF unknown) (Mt yer. give wor or dates of service) 
a No .705-10-4 John H, Davis, Sr. - Patient + 
= 18. CAUSE OF DEATH [Enter anly ane cause per line far (0), (b), and (ce). J OUCETEER eee 
§ A s PART DEATH Was caused av.,, Cardiovascular insufficiency 
eY GO AX DUE TO 
Conditions, if ony. which Far advanced bilateral pulm. tbe. ¢ cavitatio 


ires 


couse (a), stating the under- 


gove rite to immedion | yy sia 
lying cause lost. «thrombophlebitis of the left leg. 


fter this certificate has been signed by the attending physician and campletely filled in by! 


H 
21. 1 certify that | attended the deceased from_November_5, 19.58, to__April 8, 19.5 9thot | lost saw the deceased 


19.29. 
ADDRESS (Street, city ar town, state) DATE SIGNED 
rit OM Merle MeO = tare Mir no _....._Henryton, Maryland. 4#-8-59 


< 

o 

= J 3 Part ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. Was AUTOPSY 
ES r = 

= Ss vest] no 
% = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 ar Part Il of item 18.) 

B= S¢ | OR CONTRIBUTING [1 CAUSE OF DEATH 

Hy © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 S [20c. TIME OF INJURY Month, Doy, Year |70d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (State) 
S. s Hour 0. m. While Notoriie factory, street, office bldg., ete.) | 

s = p.m. 19 lat wark [7] ot wark 4 

@ 

°° 

ce 

° 

= 


olive on APrAL 


, and that death accurred otl2345pm, fram the causes and an the date stated abave. 


detoched for use as the burial-transit permi 


the registrar prior ta burial, cremation, or removal, and / 


bd 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 


Cla 


£a2 / 
Bey PHYSICIAN'S 
ede 
a 
3 FS e d. LOCATION City, towp. or county) (State) 
>2 & e 
om o er oN Wg y. A 
E58 4 
By 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE /] 
VS AIS (4) | 
Youorss" DATE nD 49 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4UG CERTIFICATE OF DEATH 


onl 


04145 


Reg. Dist. No. 


2 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceored lived. If insittion: Residence before odminion) 
2 ° 20 2 COUNTY 
3 OLS MARYLAND “GAD ALALES CPL PY2 
Be B. CITY OR TOWN (If outside sm Fini write Te LENGTH OF STAY INTE |. ciTy dt TOWN (ir ounide Can fmits, write RURAL ond give nearest town) 
58 its ond give neorest town ? i fe 
3 PUN i | Ae qL 
, a] ~ Ses pOne (If nat in kz, jtol, give street = da. STREET ADDRESS e Sn ee 
ees 2CSPPRIOLL S7, =i 2 CAP OLL LT vs] NOE 
ne 
cad 3. NAME OF First Middle 4. pels Month Ooy Year 
Re DECEASED 
3 : 
ee (Type cr print) ee) LDA us Ld is DAL oiatH S?- Ly, 27) 19 


5. SEX &. COLOR'OR RACE |7. MARRIED] NEVER MARRIED [E] ee OF BIRTH GE (In yeors [IE UNDER #YEAR] IF UNDER 24 MRS. 
I As Ton thday) [Months] Doys Min. 
LVF Ad Z- |wivowen F pivorceo [] A 2 1S ie 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR end 11. BIRTHPLACE (Stote or ft a Feaanyh 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) BLT MO RE Lip 


14, MOTHER'S MAIDEN NAME 


AAR Lip —* AWILL 


<} 
Li LA LL? 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. anne” SCAN 
(Yes, no, oF unknown) {If yer, give war or dates of service) 
wien = — HLEROL STA Ly 
Pe. DUKE 


€ 
i} 
8 
7° 
3 
D 
3 
5 
3 
od 
oe 
Rg 
5 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b). and (c)-] ALMA TE BETWEEN 
PART I. DEATH WAS CAUSED BY: NSET AND DEATH 


LW ty J, 


IMMEDIATE CAUSE (0) 


2 
o 
a 
° 
a 
8 
5 
a 
e 
y 
°° 
& 
g 
° 
8 
i 
¢ 
$ 
2 
ES 


id é. 
$ “ 3 DUE TO 

a Conditions, if ony, which wo 

— gove rise to immediote 

Zz cotise (0). stoting the under- ( OUE TO 


lying couse lost. a 
5 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. AS aICRSy 
= oO ves] No[y 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Part Il of item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


= 
2 
ae 
a 
& 
5 
8 
Sc] 
< 
5 
¢ 
5 
2 
R 
2 
a 
2 
= 
9 
S 
e2 
. 
° 
. 4 
> 
zr) 
iE 
a 4 
S 
5 
3 
a 
8 
2 
2 
r 
8 


nding physician. 


Z 
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< 
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uv 
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fe] 
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‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter deoth. Page 4 


2 
o 
re 
2a 
BE 
Pa 
535 20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
es Hour? >e. 1 While Not while foctory, siveel, office bldg., mc 
BPE p.m. 19 Jat work [J of work [J 
ea3 = 
$ aye 21. | certify that, attended the deceased fram 22/4, ALAA E. BO, 19 SZ that | last saw the deceased 
328 
te ee 2 alive an_____ Lik. 32 25, and that death accurred at! 2:32AM, from the causes and an the date stated above. 
| > J , ADDRESS (Street, city or town, stote) DATE SIGNED 
. ACTUAL 
ze) | [pete Zz wo, ALM. CCH SZ. WistHuektestb “fadeo 
apa 
2485 PHYSICIAN'S 
oases NAME (Type| Se en Re a ee 
3 3 ° 2 Zc. NAME OF CEMETERY Scanner Zid. Bee CEN (City, town, or county) Stote) 
ope a DP a, 
Egat OP WE a? CLELALS a VASP 4g iy LP 1d, 
er 23. mURetsr baecort sewer - fib. REGISTRARS AGH ALIRE, CD; (f 
Vs AIS (4) y) Fie PEL ViLtM < 
15M 9/58 |_Z 9 


jled with 


@..... director, uml 


Pages 1 and 2 shauid.b 


Then please remove carbon papers. 


, crematian, ar remaval, and in any event within 72 haurs after d 


R: After this certificate has been signed by the altending physician and campletely filled in by 


OR_ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs afler death: Page 4 
he haspital ar attending physician. 


L. 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar priar ta buri 


< TO HOSPITAL 
may be ret 
TO FUNERAL 


rey 
= 
2 
& 
& 


\\ 


Lae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ss 
415 _ CERTIFICATE OF DEATH (4146 


Reg. Dist. No. 


=a 
i Antena waged 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
°. Tigavtinee ©. STATE b. COUNTY 
Orro r 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) f 
RURAL ond give nearest town) 7 5 V 


keay é Sy.9mo, 2idays _ Baltimore 3BVo/-¢ 
DENCE 


d. NAME OF HOSPITAL [If not in hospito!, give street oddress) d. STREET ADDRESS: @. 1S RESI 
OR INSTITUTION ON A FARM? 
ves] no] 
= ===8 


Springfield State Hospital 


3. NAME OF First Middi Lost 4. DATE ve 
es irs iddie . oA Month Day ‘ear 
{Type or print) onora verha DEATH 


5. SEX 6. COLOR OR RACE | 7. MARRIED Bg] NEVER MARRIED (-] |&. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] iF UNDER 24 HRS, 


Female White |wiowQ _ ovorceo] Unkniem top girindoy) | Months Min, 


fe 
100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 
Housewife wo Un 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


12, CITIZEN OF WHAT COUNTRY? 


Unkn ¢; 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
{Yet, 10, oF untnewn) {It yes, give wor or dates of service) 
=. | == Records. 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond ().] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Shock due to t: Choe 
IMMEDIATE CAUSE (0) ock due to trauma hours 


P ae | 


4 UE TO 


Conditions, if ony, which Prolapse of rectum 


gove tise 10 immediote 
couse {0}, stoting the ynder- ( OVE TO 


lying couse lost, (). 
A Ss Rey MW. OTHER yay coNertons CONTRIBUTING, TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
& chiz ena dt; Me 
B op. » parano: YPee yes (] NO 
= ] 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
& | (F EITHER. NOTIFY MEDICAL EXAMINER) 
G ]20c. TIME OF INJURY Month. Doy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, form, | 20F. (City or town) (County) (State) 
a Hour 0. m. While Not while foctory, street, office bidg., etc.) | 
= p.m. 19 fot work (7) of work ' 


21. t certify thot | ottended the deceased from.._October 20_, 1951) _, to Aprd]_13.___.. 19.89. thot i lost sow the deceased 
alive an Apr: oe ond thet death accurred at.7220._po, from the causes and an the date stated abave. 


ce ADDRESS (Street, city or town, stote) DATE SIGNED 
ind Hie: mo. ... Springfield State Hospital 4/14/59... 


ACTUAL Za 
SIGNATURI 


Nance) EGmund Lusthaus, M,D esville, Maxyland 


No, REMATION, | 22b 22 b OR-GREMATOR d. LOCAYION (City tpwrt, or county) {Stote) 
RE Specify) 7 fi y 
Cite LEED PMY tpn handel VE, oie 
23, FUNERAL DIRECIOR PAE Te 4a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNA PURE 
eee? Cat, IBAA. oF OAAPR 2 1 '59 Cnilug £ Poi 
va 


Fil 


uneral director, 


Then please remave carbon popers. Pages | and 2 


the registrar prior to burial, cremation, ar removal, and in any event within 72 hours ofter death. 


jing physician. 
After this certificate hos been signed by the attending physicion and completely filled in by 


he hospital or 


ba 


poge 3 should be detached for use os the buricltransit permit. 


may be retain 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
TO FUNERAL 


VS AIS (4) 
15M 9/55 


pa | 


deh diciiinc STATE DEPARTMENT Of OF ae | alla 18 


4159 *¥e8 ? CERTIFICATE OF DEATH 04147 


Reg. Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where daceored lived, If Iiutions Rexidence before od 
eCOUNY Gano] ] vada Maryland b. couny Baltimore ee} 323 311 
b. he IN (it esiee corporote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
rated on 
SMeawis .Smthsédyay| Baltimore (204 S. Calhoun St.) 3 Vayu 
<d. NAME OF HOSPITAL (If not in haspitol, give siree? address) d. STREET ADDRESS LAGtLe SLever e ESIDENCE 
ISYTUT! 
BpringPield State Hospital. 1200 Valley St,Baltimore 2 ves C] NOG 
= = 
3. NAME OF First Middle lost 4. DATE orth Og oe 
ee Samuel Janes Fanton | Slam t z 4, 59 
5. SEX 6. COLOR OR RACE ]7. MARRIED [} NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [!@ UNDER 1 YEAR|IF UNDER 24 HRS. 
he 
Male White wiooweo Fi] pivorceo Unknown 79% UN gg iS eenceny sate 


1 USUAL OCCUPATION (Give kind of work done! 


dur ROT Eoy Pe Ee iF retired) 


10b. KIND OF BUSINESS OR INDUSTRY [1]. BIRTHPLACE (Stote or foreign country) 


Maryland 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Unknown 
Ue aris Sa Bae Se eee 16. SOCIAL SECURITY NO. ]17, INFORMANT Address 
No 215-100-5120 Hospital records 
1B. mr ie ee Sars.” per line far (0), (b), and (¢)-] 4 oeet ai Graeeno DEATH 
a wwas causeoer Hypertensive arterioeclerotic sease xe 


DUE TO 
Colieitiods. Wehy; which Fe Generalized arteriosclerosis years 


gétamrise to. immeditte. 
couse (0), stoting the under- (DUE TO 
tying couse lost. e) 


z Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED on us lopneunon CONDITION GIVEN IN PART Ifo) 119. ‘barat ee 
5 oB.S-associated with senile brain disease, moni. ne o S be 
a A, 
FE | 200. ACCIDENT WAS UNDERLYING [] 20d. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of item 18.) 
& OR CONTRIBUTING [) CAUSE OF DEATH 
5 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. FLACE OF INJURY (Home, form, | 20f. (City or town) (County) {State} 
rs eer xetoes While Not oe factory, street, office bldg., etc.) | 
= p.m, 19 fot work [J af work H 
. 
21. 1 certify that | attended the oe con b=87 phe art Wad Qo sao. | a VRe” sthat § fast saw the deceased 
alive i os 12. a and that death accurred “hel Fo fram the causes and an the date stated abave. 


RESS (Ste a ‘oF town, stote) 
AGwatun LF: oe ae aaa “Sty ~ Seemed State Hospitale aw —" 


mecens 7 pApustin del Ca mpo.MyD, 


Mo. BURIAL Toy, 7b. DAT aT. NAME OF CEMETERY OR CREMATOR ay: town. at = 
OVAL (Speci y 3 4 iy rey a hy 
ae INCA re "Balter LU 
ay ‘ADDRESS Zo do. REC'D BY REGISTRAR | 24b. REGISTRAR'S STGNATURE 
LAf {|oarAPR 8 '59 


PHASE DIES Lg (1 IL 2A Onthut Sad 


MARYLAND STATE DEPARTMENT OF HEALTH~BALTIMORE, 18 
41606 CERTIFICATE OF DEATH 


04148 


Reg. Dist. No. 


zi x <£ ———_} 
a ee 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution, Residence before odmitsion) 
s . COUNTY °. b. COUNT 
e s a MARYLAND abn Ay ‘ 
el? arro Mary 18 OO ah } 
£ fe Mi b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limita, write RURAL ond give nearest town) 
g be RURAL ond give nearest town} a 
ee Sykesville 9 mos, 17 days uber land a /. ee 
s 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress) <d. STREET ADDRESS e. 15 RESIDENCE 
ar) “ HI OR INSTITUTION ON _A FARM? 
eutse. = pringfield ate Hospita 216 Piedmont Avenve [Ys Of 
2 8 6 3. NAME OF ria Middle lost 4. DATE Month Doy Yeor 
x - ‘ 
S 3 Gypetetierind _Marie Goldie FOGIE beAn Lier 8 19 59 
rd 5. SEX 6. COLOR OR RACE [7. MARRIED f] NEVER MARRIED [-] |B. DATE OF BIRTH 9 AGE (In years 
3 3 nrshdioy] 
> $3 Female white widowep [J pivorced [J | 6 12/96 6 yn. 
2 € ia 7 10a. USUAL OCCUPATION (Gi: of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 < 
o 3 25 during most of working tife, even if retired) t 
f o8G ‘esae = 
y ewife 
ve 525 13. FATHER'S NAME 14. MOTHERS MAIDEN NAME 
ae 8s 
© 58S 
& Bee fferson Rrode Ada Brigman 
= Fos 15, WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. es SECURITY NO. [17. INFORMANT ‘Address 
£22 
= Ee SOR uit ree |* oe FON 
8s ba 
DoS no = Springfield State Hospital Records 
3 28 ve 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN, 
co Fay PART I, DEATH WAS CAUSED BY: ge tea gel | 
le Be : IMMEDIATE CAUSE (0). Bronchopneumonia ays 
5 se? d } DUE TO 
z 1 
= f2p> Conditions, if ony, which oy 
os Bye J gove rise to immediote 
SS sc couse (0), stoting the under. ( DUE TO 


pril .. 19%. 59 that | last saw the deceased 
34,08M, from the causes and an the date stated above. 


21. | certify that t attended the deceased fram June 2]. .. 1958_, ta 
alive on___April_& 10 


ADDRESS (Street, city or town, stote} DATE SIGNED 
ASWatun ede e Titov mo. ..Springfield State Hospital 4/8/59 _____ 


After th 


, and that death accurred a 


R: 
poge 3 should be detoched for use os the buriol-tronsi 


5 
g¢ a lying couse lost. (e) 
aes lee 
22°53. - z Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) | 19. pie AUTOPSY 
siren Sis 9 eat %e hrain A REFORMED? 
Sepa £| 0.B.S,, ass NG « with presenile bren disease with psychtbic reaction, 
Lage Oil Ment ‘ie No] 
eo § © 1200, ACCIDENT WAS. Tee | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port tor Port I! of item 1B.) 

Poa a 

BOs & TOR CONTRIBUTING () CAUSE OF DEATH 

§ we 3 G [UF EITHER, NOTIFY MEDICAL EXAMINER) 

Sess % [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 120F. (City oF tow) (County) (Store 

5.288 re) Hour 0, m. en While Not shite foctory, street, office bldg., etc.) 

si?s F3 p.m. jot work [J of work [7] ‘ 

& 5 

Siy- 

£22 

2a 83 

2. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
BS 


& 
fava 
Le aS PHYSICIAN'S 
ogee NAME (Type) dmund_ Ia _.aykesville, Maryland... eee A 
SEO D 72o. BURIAL, CREMATION, | 22b. DATE THEREOF The NAME ie CEMETERY OR CREMATORY 22d, JOGATION {City town, or county (Stope) 
SB os OVAL (Specify! y “ZZ 4 
ge ge (Ad tid tiliietl A27ig 
4 7B. FUNERAL DIRECTOR'S SIGNATURE fe. F » | 240. ase REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
: ( y 
Vs AIS (4 16°59 Cnthug 
Vet rss! Arad A Lod L Yd. (EL, Li CELA seeef oe f. Fisaa. 


as = = 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
{ 4161 CERTIFICATE OF DEATH 


al 


04149 


Reg. Dist. No. 


~~ ce 
oe 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmiss 
> ¥ 3 5 6 before ission) 
BP Sa e. COUNTY Carroll ostne f and b. county Baltimore Cit: 
= £8 MARYLAND 
<£ 6 a b. CITY OR TOWN fit bee ni its, write | c. 20yr OF STAY I c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
& 22 @ RUBY ice gry teh aly Oyrslmogods| “Baltimore y J 
s2 V 
ova 2? -- 
2. 3 d. NAME OF HOSPITAL (If not in hospital, give street oddress d. STREET ADORES: 
= = 
| ae mnetield State Hospital 12 Bellona Ave 
eh SoBe = 
2 Uv be 
3 ef ; ; 
£65 3. NAME OF Middl Lost 4. DATE y 
ae DECEASED, Lorét'ta of Foos.” Bam NEPAL ey We 
1 ype or prin 9 
ee 8 
= 8 5. SEX 6 COLOR OR RACE 17. MARRIED] NEVER MARRIED 8. DATE OF BIRTH AGE (In yeors cat UNDER 24 HRS. 
3 se Female |" auibe 5 Oy 25 abi bj lost fi oy) Min, 
Ser te wipoweo [] pivorceo [] anuary 31,1 yes. 
= & 2 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR Tor 11. BIRTHPLACE (Stote or foreign pu lent? ibd OF WHAT COUNTRY? 
hee Sie ~ moit of working life, even if retired) 
fo zee k Maryland U.S.A 
a4 ° 3 & 12. emreans NE 14, MOTHER'S MAIDEN NAME 
cbc 
See Thomas E,. Foos Jane Smith 
= rs é 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= a & 2 [Yer no oF unknown) {HE yes, give wor or dates of service) 
8 as - Springfield St,Hosp,.Record * 
5 PBs 48. CAUSE OF DEATH [Enter only one couse per line for (0), {b), and (c). INTERVAL BETWEEN 
8 sz : ONSET AND. DEATH 
al =ay PART }. DEATH WAS CAUSED BY: i 
2 os z Bae Arteriosclerotic Heart Disease months 
Ki if DUE TO 
Pe ad ees 
aS Conditions, if ony, which oL 
ee 5 5 gove rite to immediote (oe 
3 Ry Ms= couse (0), stoting the ynder- 
Fenny ivingesereiiM 2 «Generalised Arteriostarosis years 
z 2 8 5 a Zz Part 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ma) | 19. Be 3 AUTOPSY 
Be 82= ce] a a REFORMED? 
Beas Olz Schizophrenic reaction paranoid type 
Rao s ‘e O nog 
x » 4 = 
‘ead can & § = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port 1 or Port Il of item 18.) 
ZeSes & [fie etek, NOTIFY MEDICAL EXAMINER) 
Zege 8 
Ss5ss & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED [20e. ths ‘OF INJURY (Home, farm, | 20f, (City or town) (County) {Stote) 
$5.23 a Hour o.m. While Not stiles factory, street, office bldg., etc.) | 
z- 28 $ p.m. lot work [7] of work es H 4 me 
g = 21. | certify thal atten led the parts, rors Sele VF NO Ln ee Phe ZAhat | last saw the deceased 
z 3 
8 $3 alive on_. LL, aot he ‘be that death accurred aff SLA my ao the causes and on the date stated abave. 
E co ADDRESS (Street, city or own, stote) DATE SIGNED 
<a: . ACTUAL A y (GA 
ms se SIGNATURE__// 7h LOK Soy” 
Ocarpei ; , 
26°35 PHYSICIAN’ ; , ‘ 
2283 maar AT) | KEL hh 
eS 5 ————— 
P Be fo > Zo. BURIAL, Cota” | fh ar oS” Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) tote) 
Ze2 be ber ae New Cathedral Cefn, Baltimore, Ng 
2 3] % ADDRESS: Jaa. REC'D BY REGISTRAR 2db, REGISTRARS SIGNATURE 


Vs A15 (4) imunek Funeral Home 


15M 9/55 


oarAPR 8 '59 Catton & Monat 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 415 0 
4162 CERTIFICATE OF DEATH ae 


2. USUAL RESIDENCE (Where deceased lived. IF institution: Residence before odmission) 


o. STATE b. COUNTY JS7 od he 
réderic k lo : oS : 
¢. CITY OR TOWN ((F outside corporote limits, write RURAL ond give yearest town) J 


- 
Mth iry 1a Xt 
d. STREET ADDRESS x °. WAGES 
Prospeck hve ves] NOD 


mf 
* 
a 


1, PLACE OF DEATH 
0. COUNTY 


a oe y oO a MARYLAND 


b. CITY OR TOWN (If outide corporate limits, write 
RURAL ond give n, 


oe 
‘3, NAME OF HOSPI 
OR INSTITUTION 


eral director, 


in 24 hours ofte- death: Page 4 


filled in by 1H 


3. NAME OF int > Middle low 4. DATE Month Doy Yeor 
(Type or print) G ervi é c Fo vsythe orm A ieee j SF 
= 5. SEX 6. COLOR OR RACE |7. mannieD [] NEVER MARRIED [} |8. DATE OF BIRTH 9 AGE (In Ty IF UNDER 24 HRS. 
fem2/ toltits |wooweope — oworceoQ | Ju/y 24, 1970 pe fee Pe Sea 


100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working lifa, even if retired) he ; 
tee Pome Werth Cave fin Gi ; 
14, MOTHER'S MAIDEN NAM! 


Liat Nk Com Di, we 18 aE 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. [NFORMANT j ‘ We, ‘Ti address “9 / as: 6 
fYes, 90. 67 ynknown) UF yen, give wor or dates of service) TS 83 LY ce vf 
19s 1 Forsythe ,53/ I nlington _uU 


18. CAUSE OF DEATH [Enter only one couse per line For (a), (b). ond {c}-] INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (9] Pad 


¥- ' DUE TO 5 : 

Cv esa 
Conditions, if any, which (o { 
gove rise to immediote 
cavte (0), stoting the under. ( OVE TO 


13. FATHER'S NAME 


Then please remave carbon papers. Pages 1 and 2 shauld be filed with 


in any event within 72 haurs after death. 


it permit. 
rN 


The law requires that the death certificate be executed with 


: After this certificate has been signed by the attending physician and completely 


ea = lying couse last, ey 
1 ee ee 
oo a I Fa Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop] 19. afte Mel ae! 
> ao sfe 
23y JO < yes(] not] 
ah ae # | 200. ACCIDENT WAS UNDERLYING £]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part i or Part It of item 1B.) 
zs = & | OR CONTRIBUTING C) CAUSE OF DEATH 
gesggs G | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Sse=. Ps 
s 2s yp a oe ee 
Setes & ]20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stote) 
=5 8s B Hour a. 7. White Not while factory, street, office bldg., etc.) 4 
zs Se 3 p.m. 19 lot work [] ot work [] : 
a eS 5 a 
2 =. Bs 21. | certify that | ottended the deceased from..-_______-______. , 9S, | to ByZk . 19.3. that I last saw the deceased 
+ a 2 Fy 
ot. $5 alive on April de, 1 Jé Lae ond thot deoth occurred at fy M, from the couses ond on the date stoted above. 
EG: 5 ADDRESS (Street, city oF town, stote) DATE SIGNED 
< ie ACTUAL 
“Be 3 g . siitiee LOU Cabell ws pe SS Hla. 
£62 { 
wes. (] Jesysictan's ) d , ~ 
= e<ie NAME (Type) ie BS it € ween th eli. Lie" 
= ———— ry SSS 
Pd rd Zz ee ROA Beha 2b DATE THEREOF 220. SAME OF CEMETERY OF CREMATORY Zid. LOCATION Safa county) (Stote) 
=gege LOU IAT fal {FS To spect Frederic Ce : ynd. 
- F 23. FUNERAL DIRECTOR'S SIGNATURE Lo _ ADDRESS i. 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Ws Als ¢ Ca \Ab/ 2 J wes eld, Cd. oarlPR 2.1 °59 Onthin & Phaira 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4163 CERTIFICATE OF DEATH 04151 


n 


* = Reg. Dist. No. 
$ 7 y, PLACE OF DEATH 2 usuaL RESIDENCE {Where deceosed lived. If institutian: Residence before admission) 
« iY or COUNTY (CarroLi. MARYLAND Maryland > counMontgomery 173 
: ih M b. CIN ORTON) ane Secnearersts limits, weite ie OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
oo Sykesville aomthslidys, Takoma Park (EL 
Pe d. SON Ge TEER {If nat in haspitol, give street address) d. STREET ADDRESS e. 2 ESIDENCE 
of5 dngrield State Hospital. 7212 Spruce Ave. eo ay, 
3. aes. First Middle Lost 4 ig Month Day, Year 
(Type or print) Ethel Fouble DEATH h 26 19 59 
5. SEX 6 COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [1] | 8 DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Female White wivowent) DIVORCED [] | 6=26=79 4 ee Bare a ea Ve 


10a. USUAL OCCUPATION {Give kind af work done! 11, BIRTHPLACE (State or foreign country) 


during most of working life, even if retired) 
Inspector av Mint Maryland 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Jeremiah Elms Elizabeth Gartrell 


0b. KIND OF BUSINESS OR INDUSTRY 12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


th. 


Le | 


Then please remove carbon papers. Pages 1 and 2 shauld 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
{¥es, 90. or unknown) {UF yes, give war or dates of service) 
no | Hospital records 
18. CAUSE OF DEATH [Enter only ane couse per line for (0), {b), ond (c)-] INTERVAL BETWEEN 
PART 1, DEATH WAS CAUSED BY: t ae 
PEATE MA AveR a, Arterlosclerobic Heart Disease years 
£ ) DUE TO 
Gonuitiand: it say nich FS, Generalized Arteriosclerosis years 
gove rise to immediate 
couse {0), stating the under. ( OUE TO 
lying couse lost. ) 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a} | 19. Re ly 


C.BS.,Cerebral arteriosclerosis with psychotic raction ,Bronchopneumonial vs (x NoO 


200, ACCIDENT WAS UNDERLYING 1) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 1B.) 


20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED 
Hour a. m. While Nat while 
lot work [[] ot work 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town] (County) (State) 
factary, street, affice bldg., etc.) } 


MEDICAL CERTIFICATION 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ai 


¢ hospital ar attending physicion. 


21. | certify that | attended the decea: 
266 


olive an____ » 122 


w 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funerol director, 


vu 
PHYSICIAN'S 
NAME (Type) 


va 


the registrar prior ta burial, crematian, ar removal, ond in any event within 72 hour: 


page 3 should be detached far use as the burial-transit permit. 


‘CE. {City, town, or county {State} 


2da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


bate APR 30 '59 Onittun £ Maun 


TO HOSPITAL OR 
may be retained 


ADDRESS 9/7 > _/ 


cael legis et a LLM 


< 
a 


AIS (4) 
5M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04152 
416% CERTIFICATE OF DEATH Peach 


all 


rea = 
3 1. Pipette li tall) 2. eee (Where deceosed lived, institution: Residence before admission) 
2 °. °. b. YUNT! * 
% Garro manviano ||” Maryland Srederick 
°° b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) Vv 
3 RURAL ond give neores! town) a ee? 
= Rural) Sykesville 2yreBno.16da Thurnont RFD. #2 10% 
€ 4 a d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS e. 15 RESIDENCE 
1 é OR INSTITUTION ON A FARM? 
3 Springfield State Hospital yes NoO 
3. NAME OF First Middle tos ’ 
(Type oF print) Marshall Calvin Fox 


% bey i ER 24 HRS. 
iy inion ries 
yrs. 


Hours Min, 


ELESs 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED {J | 8. DATE OF BIRTH 
Male White wipoweo [] ovorceof} | 8-10-11 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} - 


12. CITIZEN OF WHAT COUNTRY? 


Then pleose remove corbon papers. Poges } and 2 should be filed with 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death: Poge 4 


> 
a 
= 
vo 
2 
= 
rs. 
2 
a 
eg. 
8 3 during most of working life, even if retired) 
zeuw inknown Maryland _ Uses she 
e z 13, FATHER'S NAME V4, MOTHER'S MAIDEN NAME 
oo 
3 ae George Fox Olive Favorite 
E83 15. WAS DECEASED EVER IN U, S. ARMED FORCES? ]16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
a = {Y¥ev, 0. oF unknown} (IF yes, give wor or dates of service) 
Pes no no nknorwn Records Springfield State Hospital 4. 
Ese 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), and (c).] Susan Beats 
Eas PART |. DEATH WAS CAUSED BY: i 
on IMMEDIATE-CAUSE (0) Bronchopneumonia 
fe ue 1G% DUE To 
Ben Condilions, if ony, which Rheumatic Heart Disease years 
BeEo gove rise 10° immediote os. an a of, 2 aL. 
ees couse (0), stoting the under. { PUE TO 
e32P lying couse lost. (©) 
eee 
385° ~ 18 Pamt il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(e]|T9. WAS AUTOPSY 
Roto ye 
ages “—1$1_S: ophre Reaction, Hebephre ype ves] No] 
oOBS % [200. ACCIDENT WAS UNDERLYING C1 [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 11 of item 18.) 
aohe: c & | OR CONTRIBUTING L] CAUSE OF DEATH 
pees & | (UE EITHER, NOTIFY MEDICAL EXAMINER) | 
$86 & }20c. TIME OF INJURY Month, Doy. Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Stote) 
5.09% 5 Hour 0. m. While __ Not while foctory, street, office bldg., etc.) ! 
ean 2 a eS 19 fot work DJ. at work eee i Cees 
eyes a 
gs 2s 21, | certify that | attended the deceased fram _j=2)—-56. a aS Les ic oer -10=59__., caeeee that | last saw the deceased 
Pe = 3 nS ative on__Ap: ae ae 12.59 7_, and-that death occurred atl23250_"M, fram the causes and an the date stated abave. 
£33 3 ADORESS (Street, city or town, stote) DATE SIGNED 
‘i : 

a ACTUAL 4 
eS: 3 ACTUAL A 1d State Hospital b- 10-59 
£az / 

2485 PHYSICIAN'S ; 
ge Namettyes_Walter Knopp, M.D. ==! Sykesville, Marviand 
Bo ? Yio. BURIAL, pc Fab. DATE THEREOF Zac, NAME OF CEMETERY OR CREMATORY Zid, LOCATION fs Town. gon (tote) 
5 S Bs _ REMOVAL {Speci U.B. Ceme hurmen 
ott 
i 


‘2db. REGISTRARS SIGNATURE 


Cnthun £ 


OUEGIORS pee 2do. REC'D BY REGISTRAR 
ans! aod Elo Gn Bes 13°59 


wel 


4165 CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


(14153 


Reg. Dist. No. 


1, PLACE OF DEATH 


9. COUNTY CA R Re re 


2. USUAL RESIDENCE ee deceased lived. 
0. STATE b. COUNTY 


MARYLAND: 


If institution: Residence before admission) 


eral directar, 


a Epa ame Akler hany 
r y b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN Ib c, CITY OR TOWN Le ouhide corporote limits, write RURAL ond give nearest town) 
=, RURAL ond give nearest town) > ily (Ud fee ay.) \ a 
; F CYVRECUICT es ame MBERCAN 2. V 
4 B t _ d. ORINSHTUTIGN (If not in hospital, give street oddress) d. STREET ADDRESS - e. BNCe Ete 
Bone c : Fi ) ve f\ 
ss ~ ISprjtusg [iced SER Fos Spock OCS OWN Kk ves [J NO. 
c 
6 3. NAME OF First ~e lost 4, DATE Month Doy Yeor 
= DECEASED Z ; ~ | oF 
r {iypetoe in 4 Lovise GILES] team 4 RE _ Ws 
& 5. SEX 6. COLOR OR RACE 7. MARRIEDIL] NEVER MARRIED fig’ | & DATE OF BIRTH PURGE rar IF UNDER 1 YEAR| IF UNDER 24 HRS. 
/ 4 _ ae los joy) | Month 5 
LA) winoweo DE) pivorced £7 VAK Now MV “5 3 oo ‘onths| Days | Hours Min. 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working en if retired) 


ro IVE 


11. BIRTHPLACE (Stote or foreign country) 


USA 


12. CITIZEN OF WHAT COUNTRY? 
* 
USA 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
UNKNOWN UNIKNOWIV 
15. WAS DECEASED EVER IN U, S. ARMED. Fone 16, SOCIAL SECURITY NO. 


roe 


17. INFORMANT 


ter CK R 


(fet, no. oF unkaown) Ut yes, ve wor of dotes of service) 


18. CAUSE OF DEATH [Enter only one coure sare line for (0), (b. ond (c)-] 


PART t. DEATH WAS CAUSED BY: ] M yee ro Cc Q V6 Lak 


IMMEDIATE CAUSE {o} 


iy 
rasufficcuce 


a / 


Then please remave corbon papers. 


Address 


raked ter ptot 


INTERVAL BETWEEN 
ONSET AND DEATH 


couse (0), stoting the under: 
lying couse lost. 


{c) 


é DUE TO " 

‘f Ca. > =~ a, , op 
Gondiiehsiitieays, which te -ORONARY OcCLUSTONW 2 hows 
gove rise to immediote DUE TO 


‘ansit permit. 


Part Il, OTHER SIGNIFICANT CONDITIONS UA TO DEATH BUT NOT eee) TO THE TERMINAL DISEASE CONDITION GIVE! 


UNTFTING TONS CHOREA 


FORMED? 
yes [} NO. 


NIN PART i ide AUTOPSY 


20a, ACCIDENT WAS UNDERLYING (}__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port bor Parl I of item 18.) 
OR CONTRIBUTING (J CAUSE OF DEATH 
{IF EITHER. NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour 0. m, While Not while 
p.m. 19 Jot work [[] ot work ” 


20e. PLACE OF INJURY (Home, po Hes {City oF town) 
factory, street, office bldg., 


After this certificate hos been signed by the attending physicion and completely filled in by tH 
MEDICAL CERTIFICATION, 


e hospital ar attending physician. 


page 3 shauld be detached for use as the burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofterdeath: Page 4 
the registror priar ta burial, crematian, or remaval, and in any event within 72 hours ofter death. 


{County) (Stote) 


M, from Aho causes aad an the date stated abave. 
ADDRESS (Street, city or town, stote) 


DATE SIGNED 


Be MD. 
a 
ages / | fesemes yy yz KUTCH IT. 
3 : Ro. ae SG ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, of county) {Stote) 
re Romney W. Vee 
i 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
tem 10/37 James F, Scarpelli,Cumberland, Md. pate APR 2 8'59 Cndbon &£ Kad. 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4166 CERTIFICATE OF DEATH 


and 


H4154 


Middle Lost Dare Month Dey ‘Year 
Ee GRIMES DEATH APRIL 14 19 59 


Reg. Dist. No. 
e 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instituion: Residence before odmistion) 
8 °. °.§ b. COUNTY (, 
3 Carroll ee Maryland Carroll 
BR b. CITY OR TOWN (If autside corporate limits, write |c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest tawn) 
ss RURAL ond give nearpst town) rf + ae ‘ 
s Sykesville 2mo X Rural -Sykesville 
6: d. Oe insnrunon a {If not in Hasek give street address) gd. STREET ADDRESS: e. IS READENGE 
Sof f 
s oR (4) Pullen Nur g Home 11 Walnut Ave. ves (] No] 
5 3. NAME OF First 
& DECEASED 
$ 
a 
So 
2 


(Type ar print) ERNE 
5. SEX 6. COLOR OR RACE |7. MARRIED [EJ NEVER MARRIED [] | 8. DATE OF BIRTH %. acennyess iF UNDER 1 YEAR]IF UNDER 24 HRS. 
eu : a5) batho aE 

male white |wiwowet _oworceeoQ | 3-16-1899 yes. f 
a 10a. USUAL OCCUPATION, (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
é during most af warking life, even if retired) i ~ A : 
a retired Police Balto. Cit Maryland UsS. 
& 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ty William J. Grimes bdna R. 


15. WAS DECEASED EVER IN U, S. ARMED FORCES? /16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
I {fes, no, oF unknown) {IE yes, give wor or dates of service) 4 5 ee 
no P1.7=28-6314| Mrs. ¢ Grimes same 


18. CAUSE OF DEATH [Enter only one cavse per. line for (a), (b), ond ()-] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: f ONSET AND DEATH 
IMMEDIATE CAUSE (o)_\-* Z 


U4 AO~ / DUE TO 


Then please remave corbon papers. 


Canditians, if ony, which rs 
gove rise ta immediate 
couse (0), stoting the ynder- ( OVE TO 


lying cause Jost, « 


quires that the death certificate be executed within 24 hours ofter deoth: Page 4 


: After this certificate has been signed by the attending physician and campletely filled in by 1! 


e 
2 
Ef 
Zoe 
Eo 
gs 
Sdeycrn ie 
zg 6° é Past Il, OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. Was AUTOPSY 
=F ban J 4 ne 
gegse “45 vs) No 
Keoas 5 | 20c. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
ZSon5 & | OR CONTRIBUTING CJ CAUSE OF DEATH 
Zeols © |(1F EITHER, NOTIFY MEDICAL EXAMINER) 
x ar g 
3 35 % [2c TIME OF INJURY Month, a Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stole) 
Zio So So Hour 9. 1, While Not xe factary, street, affice bidg., sc). 
ts § = p.m. jot work [] of work 
O% o 
z = ne 21. 0 certify that | attended the decea: 7 7 Se. ieee ee ta_Z LL JALAX. ., 1950 thot | last saw the deceased 
2.2 
a $3 alive anf af hy iy 125. a and that death accurred at ZZ: BOHM, tam the causes and an the date stated above. 
E 33 ADDRESS (Stree, city or town, state) DATE SIGNED 
< a ACTUAL . 
ates | [stonay cat MD, naan yao Rent he t. Pith LE tpnday. 
Zeoes i PHYSICIAN'S H 
aegis OQWARD HALL 
Seas a SOWARD E. HALE, = 
& 3 S ma > Na. THEVA ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Ud. LOCATION (City, town, of county) (Stote) 
>D.o* ‘AL ep : 
otoet BURIAL 6=1959 Tavlorsville Carroll Co. Maryland 
Lt a 23. FUNERAL DIRECTOR'S SIGNATURE rs ADDRESS ha, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
YE Als C. M. Waltz, Winfield,Maryland pare APR 1 7 '59 Cnitun £ Teauth 


Tt oa tT ate MA YLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 pe 
Ll. vo sa EDICAL EXAMINER’S CERTIFICATE OF DEATH . Uai55 


. Dist. No. 


5 

zs es 
23 g h PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 

5 & o . STATI b. COUNTY 
mors Carroll mamano || ° SAE Maryland Carroll 
ze 3 b. CITY OR TOWN {it ovnide corporate limits, write RURAL ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest town) 
we ts ‘ond give neareu! town) ia i . 
tan Westminister 27 Westminister 
e@ a ? a d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d, STREET ADDRESS e BRE kh 
og 8 Ole 3 
Sears Carroll County Jail / 49 Union Street ves) Nol 
3 8 3, NAME OF Fit Middle lost 4. DATE Month + Yeor 
BESS Cpe ri WALTER Grooms | btane April 59 
= ° 3. SEX 6. COLOR OR RACE [7. MARRIED fo] ae MARRIED Di] ®. pate oF nixtit 9. Zar yeon Lal eae 24 HRS. 
% 4 
£ £ Colored |wibowto pivorced [] -18-1919 
3 FS 100, Mal Soh Give kind of ‘ done|10b. KIND OF BUSINESS OR INDUSTRY [" BIRTHPLACE (Stote or fareign country) figs ae line! WHAT COUNTRY? 
3 « during most af warking life, even 
E532 aborer construction Maryland Une 
5 RS 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
206 David A. Groomes Anna R. Dorsey 
ed a 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 117. INFORMANT Address 
a 2 (Yea, po. oF unknown) Ut yes, give wor or dates of service) 2 x be 
ete no 2 Mrs, Anne Groomes, Sykesville,Md. 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c).] AL BETWEERi 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o) _ SKULL] fracture 
903.5 DUE To 


J+) 


cube ony, which #_Subdural hemorrha; 


gove rise to immediole couse 
(0}, stating the undertying( OUE TO 


couse lost, | (j_Contusion of brain 


permit. 


3 PART Ut, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Wap}19. Ro 
3 ves} not] 
= By iy pat pees wena o ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 

or 
& | CAUSE OF DEATH. Fell and struck head 
3 TIME OF INJURY Month, , Year 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Hi A iC Ste 
Se nolaemee r Sanilac ine ASE OF aur Cone for (wei nster | is ag. 
= pemApril 11 9 59jot work [) ot work Street jPenna.Ave&Union St. 3 


2). I certify that | took charge of the remains described abave, held an Avtapsy ], Inspectian [1], Inquiry [], and find that 
death resulted from: Natural causes [J], Accident [X], Suicide [J], Hamicide [[], Undetermined cause []. 


writing the ward “‘pending"’ in pencil in Item 18. Give Poges 1, 2, and 3 ta the funeral 
Chief Medical Examiner's Office alang with farm PM3. Page 5 may be retained far your files. 


GAL EXAMINER: This certificate shauld be executed with’ 


TO FUNERAL DIRECTOR: Page 3 should be used as a burig 


> ACTUAL bap, CHIEF MEDICAL EXAMINER [] aaa ex 
=5 3z% ASSISTANT MEDICAL EXAMINER [33 4/13/59 
peeee NAME (ype) William'V. Lovitt, Jr. DEPUTY MEDICAL EXAMINER [] 

aes g Mo. BURIAL, CREMATION. |, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, lown, or county) (Stotey 
gifs gisni9se | yuite Rock Pica Big Ma 


23. id ee ie S SIGNATURE 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS. AISME(5) Me W Ma i ed 
SM 9/55 Ly babe ap pate APR 1 5 '59 Cikion £ %, 


jirectar, 


s 


sneral 


ages 1 and 2 shauld ba filed with 


mpleraly filled in by 


Then please remave carbon 


the registrar prior ta burial, cremation, ar remaval, and in any event within 72 haurs after di 


< 
o 
& 
Ry 
© 
a 
° 
& 
3 
tg 
2 
6 
5 
3 
2s 
= 
& 
wy 
= 
z 
2 
<4 
> 
fe 
3 
% 
6 
% 
rr) 
i3 
& 
S 
8 
= 
ash 
© 
= 
° 
= 
$ 
‘3, 
o 


IR: After this certificate has been signed by the attending physician and 


he hospital or attending physician. 


= TO FUNERAL DI 
poge 3 shauld be detached far use os the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 
may be retain: 


piggies 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 n A 
2167 CERTIFICATE OF DEATH a Ales 1 06 


1. PLACE OF DEATH 2. cra RESIDENCE {Where deceased lived. If institution: Residence before odmission) 


i JUNT" 
°colnY’ Carroll “Maryland BCOUNTY Gere o 1a 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give pees town) 


Woodbin 3 yrs. x Woodbine 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) , 4d, STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION / ON A FARM? 
ves (] no fy 


3. hee First Middle lost 4. DATE Month Day Year 


(Cyemoteri} UFUS We HALL SEATH APR TL PL 1929 


5. SEX 6. COLOR OR RACE [7. MARRIED [K] NEVER MARRIED [] | ®. DATE OF BIRTH 9. AGE (In yeors aaa IF UNDER 24 HRS. 


ms white [wow —_ ovoreo | 9-25-1892 Sie bear le ey Mia: 


10a. USU. [Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
ine cee ate wen if retired) y - 


Track foreman B.& 0. RR. Maryland Usids 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William G, Hail e Harrison 
a ea ets U.S. pigs c ioe 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ro coarser eles Sat aea oS 
no VO5-09-0188| Mrs, Margaret D. Hall, same 


1B. CAUSE OF DEATH [Enter only one cause Pet line for (0}, (b). ond (c}.] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ef . ONSET AND DEATH 
IMMEDIATE CAUSE (o] 


LLeol DUE TO 


Conditions, if any, which . 
gove rite 10 immediote 
cause (0), stoting the under, ( OVE TO 


lying couse lost. tc 
Pant ft. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART. 1{o)|19. WAS AUTOPSY 


PERFORMED? 
ves] not 
200. ACCIDENT WAS UNDERLYING [}__ 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port HI of item 1B.) 
OR CONTRIBUTING C} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. FOG OF INJURY (Home, form, | 20F. (City or town} (County) (Stote) 
Hour a. n. While Not whil to factory, street, office bldg., wet 
p.m. lot work [[] of work 


21. t certify that | attended the deceased fram,____ At. wd, toLf aA 2 1957. ,thot 1 last saw the deceased 


alive OPS oc! LA WSF, andAh at death occurred at SAS PM, fram the causes and an the date stated above. 
ff ADDRESS (Street, city or town, stote) DATE SIGNED 


4 


MEDICAL CERTIFICATION, 


a a a 
Nameityes_ HOWARD HALL 


Zo. eae cigpecinn ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
OV. i } a 
BUiiaL” | 4-4-1959 Poplar Springs Howard Co. Maryland 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


C. M. Waltz, Winfield, Maryland oye APR6 ‘59 Cnithun £ Phase 


1 4 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 aye 
; CERTIFICATE OF DEATH we Hadod 


200, ACCIDENT WAS UNDERLYING [)_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port { or Part Ii of item 1B.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
}20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, lorm, 1 20F {City or town) (County) {Stote) 
Hour 0. m. While Not while factory, street, office bidg., etc.) | 
p.m. W lot work [] of work i 


21. | certify that | attended the deceased from April 3 ae 1 1959_, to April § 19. 89,,that | last saw the deceased 


! ar attending physician. 
MEDICAL CERTIFICATION 


sed : 0 Dist. No. F 
Die A 
ae 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If inatitulons Residence belore odminion) 

% # 3. b. COUNTY: 
32 Mi arro enor? Maryland Baltimore 
By b. CITY OR TOWN (If ovtiide corporote limits, write | c. LENGTH OF STAYIN Ib || c. CITY OR TOWN (If outside corporote limits, write RURAL end give nearest town) 
3 RURAL ond give nearest town) y : 
52 Sykesville 2% : 
e d. NAME Of HOSPITAL [If not in hospitol, give street oddress) d. STREET ADDRESS. a. 1S RESIDENCE 
“ / OR INSTITUTION ‘ON A FARM? 
28 pringfield State Hospital Temple Lane ves) NO#) 
Bip pringiield 2tate nos) 
be sd 3. NAME OF First Middl jt 4, DATE Ye 
3. Pee ira le tos Da Month Doy ear 
=8 (Type or print) DEATH April 8 19 59 
>o 5. SEX Ticoior oF Race |7. MARRIED [-] NEVER MARRIED fg | & DATE OF @iRTH 9. AGE {In yeors JF UNDER 1 YEAR| IF UNDER 24 HRS. _ 
= st birthday) {Months Min. 
35 M wipowep CJ pivorceo [] 6/7 [th 8), ys. 
2 ale 
£ ae Wo, USUAL OCCUPATION (Give kind of work done| 10. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
885 ‘ during most of working lite, even if retired) 
zed o=-Re ed--Mechanic =—— Sheet Metal Maryland U.S.A. 
te 3 a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
68 Hy 
Ze Lnterowr John Hartman Unknown Margareb Mader 
BS 7 115. WAS DECEASEDEVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. |17, INFORMANT Address 
4 § {¥es. no. oF unknown) IM yen, pve wor oF dates of service), 
ey No = 212-12~5369 | Springfield Hospital Records 
Ps 1B. CAUSE OF DEATH [Enter only one cause per line for (a). (b), and (c).] INTERVAL BETWEEN 
2 a PART |. DEATH WAS CAUSED BY: bai Pea 
o¢ IMMEDIATE CAUSE (o| rt disease 
££ DUE TO 
> 
4 Conditions, if ony, which o._Carcinom of the jaw years 
zy gove rite to immediote 
5 couse (0), stoting the ynder- ( OVE TO 
a lying couse lost. te 
< 129 Sou 

3 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. Maron Dea 
4 4 Ilityv. 

: C.B.S. assoc, with senility. ves SE NOO 
2 
2 
3 
is 
3 
$ 
= 
s 
= 
< 


¢ 
2 
© 
2 


alive on. April 8 _ = Wee and that death occurred at _8%408_M, from the causes and an the date stated above. 
My on y p 4 ADDRESS (Street, city oF town, stote) DATE SIGNED 
e Sienatur Cb. Ze, ti (A YER. Springfield State Hospital. 
bigs 
kaneis) Agustin de) Gam ene Sykepovilles Marya ng a. nnccesnscqsenesss 


© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


may be retain 


TO FUNERAL Dt 
the registrar priar ta burial, crematian. ar remaval, and in any event within 72 hours o 


poge 3 shauld be detached far use as the burial-transit permit. 


‘Zo. BURIAL, CREMATION, ib. DATE THEREOF DATE THEREOF Tc. NAME RANE OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) {Stote) 
REMOVAL (Specify) 
Bi -10 heran OO O'Donnell st, Balto, Md 
23. FUNER A TURE co ISTRAR REGISTRAR’ SIpATURE 
ie ath ou 7, aft d ji Oh jae Ve, Va al REC PRY 0 59 iS) ‘Ub. tenis ae 
15M 9/55 LAAN Afar} (LOLA , Wie 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 1 re 
4169 CERTIFICATE OF DEATH mt? 


1. PLACE OF DEATH 4 pe per Datce {Where deceased lived. If institution: Residence before admission) 
0. COUNTY IAayLaND b. COUNTY 
Carroll ma Maryland Wa 


b. CITY OR TOWN (IF outside corporote limits, wri ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


leoth. Page 4 
= 
= 


». 3 2mos, 17days: Clear Spring 
d, NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
- OR INSTITUTION ‘ON A FARM? 
Springfield State Hospital None ves] NOR 
- 4 Ne SS First Middle Last 4. bl Month Day Yeor 
(ype or print) Mary L. Rhodes: Henley card = April 26, 1959 


$. SEX 6. COLOR OR RACE |7. MARRIED [AE NEVER MARRIED [] [8 ee OF BIRTH 9. AGE {In year IF UNDER 1 YEAR] a UNDER 24 HRS. 
esi bee inceaihe tatbioec ies 7 
Female White |wooweG]  ovorceogy | June 11, 188, oh ee 


1@a. USUAL OCCUPATION (Give kind of work a KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ers, 


during most of working life, even if retired) 


= 
a 
x 
nN 
© 
= 
¥ 
el 
3 
- pot 
ia £ 
3 
5 ees Housewife - Maryland U.S.A. 
iste as 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 88% . 
& See Jacob D. Rhodes Sophia Feidt 
= 353 1g, WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. | INFORMANT Address 
= aes tan, 0, oF unknown) (UF yer, give wor oF dates of service) 
Ss No | - - Springfield Hospital Records 
3 Es EE 18, CAUSE OF DEATH [Enter only one couse per line for {0}, (6), ond (c)-] INTERVAL BETWEEN 
*o hoe oS PART I. DEATH WAS CAUSED BY: 
= ose DATimeoiate cause jo __ Arterdosclerotic heart disease ears 
cae a Sect = 5 
ee See DUE TO 
Oo o 
eS Conditions, if ony, whi 
= a2 : y, which = 
3.3 Se gove rise to immediote Re 
= 286 i 
BAG ee couse (0), stofing the under- 
eee 5 
Tew ey lying couse lost. (9) 
PS eas a 
x28 pr < Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[o)]19. WAS AUTOPSY 
2ROF \ le 
ofse58 © |§|Imvolutional psychotic reaction. 08) No BF 
ece2e 9 
O26 = | 20a. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) ty 
zeigs — |e| peer ee Biter: 
qeies & i INER) 
2o5es & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED |] 20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (tote) 
>5%es a Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
E5E75 2 p.m. 19 Jot work [] ot work H 
ease js 
ra $s es 21. | certify that | attended the deceased fram_' a. 19. top? = 1929 that | last saw the deceased 
o2< 22 . 
a é $3 alive an__* il 26, ae Pe 2a , and that death accurred ait 200 a A Pm, fram the causes and an the date stated abave. 
32 
Ba 
ay 
3 
oo 
aa 
oD 
gt 
az 


“Xe ; ADDRESS (Street, city or town, stote) DATE SIGNED 
af j| BR Ce cel isll a. yo Springfield State Hospital _b/27/59_ 
84 rrysican's Edmund Lusthaus, M.D. Sykesville, Maryland 
Aes RAMON) ak a ae eee ee ee | ee rs ie ee eee Fe ts ee 
5 3y ‘220. BURIAL, CREMATION, | 22b. DATE THEREOF i ity. town, (Stote) 
232 RUE) : 

= 
2 2 23. FUNERAL DIRECTOR'S SIGMATURE ADDRESS 2da. REC'D BY REGISTRAR 


< 
a 


Als (4) 
SM 9/SB 


oatAPR 3 0 '59 


Onttig £ His 


Gers. Wf cienalire otel 


—_ 


| 
! 


MARYLAND STATE DEPARTMENT OF HEALTH~BALTIMORE, 18 2 en 
£170 CERTIFICATE OF DEATH U4159 


Reg. Dist. No. 


en 
Ss 8 ® oe ae hy 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 

o 8 °. 9. b. COUNTY 

ea Carroll TAREE ANE Maryland Allegany 

Be. i) b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) v 
she RURAL ond give nearest town) 

5 Sykesville (Rural) ye km, 11d) Cumberland o mg oe 

3 


d. Ot stu {If not in hospital, give street oddress) d. STREET ADDRESS. « ee ea 
s S 
Springfield State Hospital, 125 Greene Street Yes] NOB 


Pages | ond 2 should be filed with 


ee 
1B. CAUSE OF DEATH [Enter only one couse per line Lact a {b), ond (c)-} INTERVAL BETWEEN 


ONSET AND DEATH 


Years 


aon » PETA EDIATE CAUSE fo Arteriosclerotic cardiovascular disease 


is 


3. pees oF ‘ First Middle lost 4. plus Month Doy Yeor 
(Type oF print) Hagel Hermann Leow April 21.1 
5, SEX 6 COLOR OR RACE |7. MARRIED [[] NEVER MARRIED fj | 8. DATE OF BIRTH 9. AGE {In yoors [IEUNDER 1 YEAR] IF UNDER 24 HRS. 
lost pea Months Hours | Min, 

< Female White |wirowen _—worceoO | June 19, 1889 
& 100, USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS ‘OR INDUSTRY} 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even if retired) i ff WZ 
« sy Teacher thie UsSeha 
a { I 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
° 
bs John T. Hermann Maggie McCulley 
8 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. Si af NO. {17. INFORMANT Address 
€ {¥es, no. or unknown) | {IF yes, give wor or dotes of service) 
é No - Springfield State Hospital Record 
& 
a 
= 
§ 
2 
= 


DUE TO 


icote hos been signed by the ottending physicion and completely filled in by 


TO HOSPITAL OR_ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hours 


£ 
8 
7. 
s 
‘6 
3 
& 
€ 
£ 
¥ 
3 
iS 
3 
pars Conditions, if any, which wo. Anemia - Essential Months 
Eo gove rise to immediate eae 
&.£ cavie (a), stating the under- 
22 lying couse lost. fo 
eA z Par Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)]19. WAS AUTOPSY 
Le fe) sone TO DEAT MED? 
ta iS 
Be 3 Schizophrenic reaction, hebephrenic type ves ian No 
Bs = [200. ACCIDENT WAS UNDERLYING C)__ | 20b. DESCRIBE HOW INJURY OCCURRED: (Enter noture of injury in Port | or Port 11 of item 18.) 
aie & ]OR CONTRIBUTING LC] CAUSE OF DEATH 
ges © |(WF EITHER, NOTIFY MEDICAL EXAMINER) 
53s & |20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED [202 PLACE OF INJURY (Home, form, 1201 (City or tows) (County) (Stote) 
33 6 Hour a.m. While _ Not while factory, street, office bldg., etc.) | 
abe z pom. 19 Jot work [] ot work [J ' 
Pag 
33 21. | certify that | attended the deceased from. November 18, 19.98 , to April 21, _., 19.59 that | last saw the deceased 
£2 . 
ee < alive on... APTS. 19.59 __, and thot death accurred at 521 ORM, from the causes and an the date stated abave. 
Ss ADDRESS (Street, city or town, stote) DATE SIGNED 
. ACTUAL 
B: 2 SIGNATUR (De | 2 A ee ee. cote sUaeiea ote oe 2 eee 14/22/59 
£o2 1 
Sa Bs PHYSICIAN'S 
ezie Name (Typs)__Konstantin Weber, Me. D ou. Sykesville, Maryland ___ 
82°9 7a. BURIAL, CREMATION, yy DATE THEREOF 7 726. LOCATION (City, town, or county) (Store) 
>5 3 > 2 eon (Specify) S37 f" A. fl wes 
ee ee LoCaeC CL gy Ks, 
2 23. FUNERAL DIRE ae Met do, REC'D BY REGISTRAR | 24. REGISTRARS SIGNATURE 
vs ai5,(a pate APR 2 8 '59 Cnttun £ 


15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 U 4 | 60 
CERTIFICATE OF DEATH nic. ae ool 


a eau e RrStORNCe (Where deceased lived. If institution: Residence before admission) 
°. 


Maryland eo Carroll: 


'b. CITY OR TOWN [If outside corporote limits, write [¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest tawn) 
RURAL ond give neores! lown 


rural--Mt. Airy 37 yrs. |x rural--Mt. Airy 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) / 4. STREET ADDRESS %. 1S RESIDENCE 


OR INSTITUTION = fee ON A FARA? 
Taylorsville 


First Middle Lost 


th: Page 4 
eral director, 


@ 


|. NAME OF 
DECEASED =. = * 
(ype or print) CARRIE Os HOOPER 

5. SEX 6. COLOR OR RACE |7. MARRIED EL] NEVER MARRIED [_] |B. DATE OF BIRTH 9. AGE (in years 


lost pirthdo 
female white wivoweo ff} ovorceo (J 1 2-10-1903 mb r 


yes 
100. USUAL OCCUPATION (Give kind af work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if reti 


housewife Maryland U.S. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Charles Mercer Lavinia Poole 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? (16. SOCIAL SECURITY NO. |17. INFORMANT Address 


{Yex. no. oF uninown) It yes, give wor oF dates of service) 4 s * 
no ===== Mr. Jesse Hooper, same 
1B. CAUSE OF DEATH [Enter only one couse per tine for (a}, (b). ond (c).] INTERVAL BETWEEN. 
? 


PART I. DEATH WAS CAUSED BY: 3 ee aa es 
IMMEDIATE CAUSE (0). 


420.1 DUE TO 


Conditions, if any, which bh 
gave rise to immediate puETO 


coute (0}, stoting the under- 
lying couse lost. tc) 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)} 19. fee SOM 


Ficote be executed within 24 haurs ofter 


us 


that the death certi 


ned by the attending physician and completely filled in by th 


tres 


fan. 


RMED? 


ves [] No} 


° 


physici 
MEDICAL CERTIFICATION, 


The taw requ 


200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Menth, Oay, Year | 20d, INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town} (County) {(Stote) 
How. vet While Not while foctory, street, office bldg... etc.’ 
p.m, 19 fot work (J of work CJ ' 
21. I certify thot | 3S, 
otive on LE oe, Lied, 
ADDRESS (Street, city or town, state) DATE SIGNED. 


Siti 1, E, aterbrores MD. :, Dad” ae TNR SS” Melee le 


PHYSICIAN'S 7 DAD WD a + 
NAME (type) Me EK. ROBERTSON , 

) 20, ral vay es 226. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. tawn, of county) 
BURLAG -6-1959 Taylorsville Carroll Co., Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE . ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
4. Wo 2 a4 +eld.Ma Ta 
C. M. Waltz, Winfield,Maryland pate APR 6 59 Cuthun 2 46, 


ing pI 


tal ar attend 
After this certificate hos been 


fe hospi 
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z 
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oe 
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= 
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ol 
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may be retained 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL iv 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 7 
CERTIFICATE OF DEATH O4164 


i 


Reg. Dist. No. 
ye 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmision) 
o 2 °. 4 4 b, COUN 
Carroll MARYLAND Marvland Varro 


Eneral director, 


* vs 
= 
S 5 
= 28 
2 
= * b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b €. CITY OR TOWN {IF autside carporate limits, write RURAL ond give nearest town) 
3° Pg RURAL and Fa Nearest town) 
hee Rural--Sykesville MOe X _ Rural--Sykesville 
>: d. NAME OF HOSPITAL (If not in hospital, give street aN , 3 STREET ADDRESS. . IS RESIDENCE 
‘So = ¥ ‘OR INSTITUTION be ib e rty Roa A sa) FARM? 
iS Weare : r : yes] NOG] 
5 29 
Go et 
<2 750 3. NAME OF First Middle Lost DATE Month Ooy Yeor 
=) ee DECEASED OF 
& 23 (Type or print) WILLIAM io HOOVER DEATH APRIL LS, 9 
: ee 5. SEX 6. COLOR OR RACE [7. MaRRtED [ZJ NEVER MARRIED [] | 8. DATE OF BIRTH AGE Ts yeors |IF UNDER 1 YEAR] IF UNDER fi HRS, 
=e SS ph eg fe * tat hday) [Months] Days Min, 
> 2s male white |wwoweol) bivorcep [] 4-27 = 1895 ral 
£ e€&. 10a. USUAL OCCUPATION (Give kind of work dane] 106. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Slote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 § 23 during most of working life, even if retired) 2 
$ ace Mercha Hardwar Maryland U.S. 
OE as 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
g 28% Edward G. Hoover Mary S,. Guy 
8 3 15, WAS DECEASEDEVER IN U. $. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 

sa? Fe, no. oF unknown Die SS, sevice) % Th ale 
B ofs yes TW, 21209-6890 Mrs. Margaret R. Hoover, same 
ese 
8 fe 8 = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), a ().] ERVaxinevwyEeny 
co Fa PART I. S CAUSED BY: 4 
eo Cig 1 DEATH MEDIATE CAUSE fo prov nr rom Poses Gr Tene slerolic 
= s$% “Z ; : > 
eee y L,/ DUE TO ; / 
9° e d 
£ 52> Conditions, if ony, which wf earl Disease Brad: CA rdin Cort plere f 
ee re gove rise 10 immediate ( 1 1 
© 256 , 
ne cause (0), stoting the under. : . GB ol 
Se%sh lying coure lost. afitarl Bf eh. wrThi his 1¢ 4h 9 
328 ie I balls Past HH. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)| 19. WAS AUTOPSY 
oS af s\5 L - 

But “vy |< yes] nol] 
2ag oo re 
2 ¢ g 
Foe 3e~ = [200. ACCIDENT Was. UNDERLYING E)__,|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port il of item 16.) 
se eo'* & | OR CONTRIBUTING C) CAUSE OF DE 
Bs fe & 25 © [(F EITHER, NOTIFY MEDICAL EXAMINER) 
2 > aT 
2 otés & |20c. TIME OF INJURY Month, gy Year | 20d. INJURY OCCURRED {20e. meee OF ony ee ce ( (City of town) (County) (Stote) 
Ss. es 6 Hour on. Whil Not whil foctary, street, office bldg., e1 
Ese le g ee aia Seat ‘ 
OZ 25 ¢, oy 7 
z gic 2.4 el /'% | attended the er ram... £2. 98__, 19. TPL, 19. that | lost saw the deceased 
2 8e33 
1 Seabe 25 alive an___ a 28! -,-. and that death occurred a M, fram the causes and an the date stated above. 
EMBs o ADORESS (Street, city of town, stot DATE SIGNED 
owes. seat mo 
« Os Ne a ae ae an ae ae ees = 
Oraraé / ¥. 

cast 
= ey 7 _ = 
<ozed TaneaNs HOWARD E. HALL 
Eom °s = ee 
s £2°° To. BURIAL. CREMATION, Wb. DATE THEREO Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (Cily, lawn, or county) (State) 

te S aa 4 ~ dine . RY 
Pets Beata | 4-21-1959 Loudon Park Cemty Baltimore, Md. 
=F 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 

1 We yrs “ f° 
YS Alsi C. M. Waltz, Winfield, Md. pateAPR 21 59 Onthun £ haar 


3 a S\R tH 20 <P, ry of e4ny AAWOAA 
¥ ue .* \ s ena * 
sVa\u raga oe ean “ wee ae SC 
VG aot AE 2a AT4e 23 9QNa TABS \, 


ot 


uneral director, 


Li 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4173 


CERTIFICATE OF DEATH 


U4162 


Reg. Dist. No. 


1. PLACE OF DEATH 
0. COUNTY 


Carroll 


b. CITY OR TOWN [If outside corporote limits, write 


RURAL ond give neorest town} 


¢. LENGTH OF STAY IN Ib. | c. CITY OR TOWN [IF outside cor 
loyr days O 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 
b. COUNTY 


MARYLAND 0. STATE Ma r land 


porate limits, write RURAL ond give nearest town} 
} 


Howard 


£ 
i 
3 
3 
, ¥ Sykesville (a 4 
“3 7 gs da On nstrution st (!f not in hospital, give street oddress) d. STREET ADDRESS e pee 
fie We: ma 
a pringfield St. Hospital Columbia Pike ves (] Nox) 
= o 3. NAME OF First Middle fost 4. DATE Month Do; Yeor 
Bree DECEASED OF 4 
a {Type or print) Margare Re Jones April 18 1959 
=e 3. SEX 6. COLOR OR RACE 17. MaRRIED [] NEVER MARRIED [-] | ® DATE OF BIRTH 9. AGE (ln yoo IFUNDER TVEAR]IF UNDER 24 HRS 
= Female White |woown%  ovoreog) | 8-2l=7y hd ye | BS lad ye 


fire pots a erpeg. ie ‘even if retired) 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR eer: BIRTHPLACE (State or foreign country) 


13. FATHER’S NAME 


Maryland 


14. MOTHER'S MAIDEN NAME 


none 


12. CITIZEN OF WHAT COUNTRY? 


Us 


S.A. 


Michael Pue Josephine Schell 


ICIAN: The low requires thot the deoth certificate be executed within 24 hours oftez deoth: Poge 4 
Then please remave corbon/popers. 


R: After this certificote has been signed by the attending physician ond 


he hospitol ar attending physician. 
poge 3 should be detoched for use as the burial-transit permit. 


the registrar prior to burial, cremation, or removal, and in any event within 72 haurs ofter 


moy be retoine 


TO HOSPITAL OR ATTENDING PHYS! 
TO FUNERAL | 


YS A15 (4) 
15M 10/57 


AS 


* WAS ee. ee U.S. Ieset) 8 hc 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
Mcp fn anaes 
no none Hospital Sykesville 
18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), and (J Aen 
PART | DEATH MPOIATE cause fo_ Bronchopneumonia ToMaays 


49)? 


couse (0). stoling the under- 
lying couse lost. 


DUE TO 
Conditions, if ony, which by 
gove rise to immediote : 

DUE TO 


(). 


s Past ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE ceric GIVEN IN PART 1(0}]19. WAS AUTOPSY 
9 ERFORM 
3|C.B.S. assoc, with senile brain disease ,with psych. reaction vSC) NOE] 
© [200. ACCIDENT WAS UNDERLYING [J__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING D) CAUSE OF DEATH 
© | (F EITHER, NOTIFY MEDICAL EXAMINER) 
a 
& |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
rat Hour o. While Not while factory, street, office bldg.. etc.) x 
2 p. 19 Jot work [] ot work =] ‘ 
5 eS 
21. 1 certify that | attended the deceased fram._____ 11 1958., to... 418, 1959 that | last saw the deceased 


alive on__ 4-18 ar ile 


ACTUAL 
SIGNATURE é 
Edmund Lusthaus M.D, 


9. . ond that death occurred otlQ3.1.3Bu, from the causes ond an the date stated abave. 
ADDRESS (Street, city or town, state) 


7 


DATE SIGNED 


PHYSICIAN'S 
NAME (Type) 


pOn POLY! 


Ro. BORA: cone 2b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, town, or county} {Stote) 
uy) 
Burial pril 21,1959 | Loudon Park Baltimore, Mde 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


John 0» Mitchell & Sons Ince 1900 Eutaw Place 


2db, REGISTRARS SIGNATURE 


Onthua 8 FhaisA 


2do. REC'D BY REGISTRAR 


oateAPR 21 '59 


“MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04163 
4174 CERTIFICATE OF DEATH > 


A Reg. Dist. No. 
3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If insittion: Residence before edmission) 
= ae sb b, COUNTY 
3 Carroll hiceapee~ar Maryland Balto,City 
. b. CITY OR TOWN [if autside corporote limits, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN ([f outside corporote limits, write RURAL ond give necrest town) 
3 RURAL and give nearest town) ° - WA 
4 Sykesville Jno, day Baltimore VO/_4 
: | d. NAME OF HOSPITAL (If not in hospitol, give street address) d, STREET ADDRESS . 15 RESIDENCE 
Qn / OR INSTITUTION ‘ON A FARM? 
prin eld ate Hospita & York Road ves (] No¥1 
ben ae — 


3. NAME OF First Middle Lost 


DECEASED bd Month Day Yeor 
{Type or print) Daisy Anna Jordan DEATH Apri af 10, 19 59 


S. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED 
Female _| White [rower] _oworceoO) 


8. DATE OF BIRTH 9 AGE (in yoors [IEUNDER | VEARTIF UNDER 24 HAS, 
lost bicthdoy) [Months] Doys | Hours] Min. 
Mafch 25, 1908 yes. 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


100. USUAL OCCUPATION (Give kind of wark done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


None = Maryland 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Parker Jordan Anna Robinson 
peng “ay 
Prem ererisea it gta doatier e anaiat saree) 
nefield Hospital Records 


a aaa OF DEATH [Enter only one couse per line for (0), (b). ond (c).} 


PART |. DEATH MEDIATE Cause jo. ___ Rheumatic heart disease 


“Uel6 DUE TO | 


Conditions, if ony, which rs 
Gavearitedlonimmediaw | 


INTERVAL BETWEEN 
ONSET AND DEATH 


ears 


Then please remove carbon papers. Pages | and 2 shauld be filed with 


quires that the death certificate be executed within 24 hours after death: Page 4 


he haspital or attending physician. 


couse (a), stoting the under. ( DUE TO 
lying couse last, te) 


Parry Il. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}/19. pe ae RUE 
Schizophrenic reaction, Deouh ves NOD 


200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. teste noture of injury in Port ! or Port Il of item 18.) 
‘OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, Boy, Yeor |20d. INJURY OCCURRED |208. PLACE OF INJURY (Home, form, | 20. (City or town} {County) {Stote) 
Hour a. m. While Not caer foctory, street, office bldg., etc.) 
Pim. lot wark ["] of work ‘ 


21. | certify that | attended the deceased fram a OS ears 1959__, pedL 10, _____, 19.59. thot | last saw the deceased 
alive on_April 9,_ el! and that death accurred at. 600A _M, fram the causes and on the date stated above. 


ADDRESS (Street, city or town, stote) DATE SIGNED: 
tthe Cotaueeol 0LicaIcntin,  sevinetigit foepitel 4/10/59. 


R: After this certificote has been signed by the attending physician and campletely filled in by 
MEDICAL CERTIFICATION, 


@: 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar priar ta burial, crematian, ar remaval, and in any event wii ib \ ofter death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw re: 


5 
3 / |_ Nakties ___ Edmund Lusthaus, M.D. Sykesville, Maryland 
SY To. BURIAL, CREMATION, ‘Tb. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, ar county) {State} 
32 BURTA pe) See New Cathedral Cemetery Baltimore, Md 

2 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS Zdo. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
Als im. Coo a 3 S 
Vs,A15 k, Inc.w 1217 St. Paul Street DATEAPR 19.59 Giles £, foams 


1 re MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH 04164 


Reg. Dist. No. 


t3-f ~) ee 
.) A, COA eae 2 peat EORTC (Where deceased lived. If institution; Residence before admission) 
9 i Carroll marviano |} ° Maryland =» '*Y Balto. City 
. . b. ciy OR fom (lt outtide age limits, write | ¢, LENGTH OF STAY IN Ib | c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) J 
5 ond give. neerest low 
s ykesville yyrs. limos »7 days Baltimore 3Vo1.! 
a 4 gtinstivtioe (ut not in hospitol, give street oddress) d. STREET ADDRESS: . Peery 
a IN! 
Springfield State Hospital 817 E. 17th St. ves C] No [F 
Se, 
3 Beaten First Middle Lost 4. Pag Month Doy Yeor 
(Type or print) William Frederick Kettler DEATH April 20, 1559 


5. SEX 6. COLOR OR RACE | 7. MARRIED [} NEVER MARRIED PR} 8. DATE OF BIRTH 
Male 


White j|woown vivorceo) | September 26, 187 


9. AGE (In yeors [JF UNDER 1 YEAR| IF UNDER 24 HRS. 
59 birthday) [Manths! Doys | Hours Min, 
yt, 
100. eouae occuratoN Give kind “4 ser ere 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ring most of working life, even if retired) 
Boiler-maker fetta Germany Unknom +* 


. Then please remove carbon papers. Pages 1 and 2 shauld be 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


4 
) 
cS 
3 
> 
Et 
3 
a 
5 8e 
8 
ses 
8 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
gee Frederick Kettler Elizabeth Strus 
2 3 15, WAS DECEASED EVER IN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17, INFORMANT adress 
AUS, Mg le. ararr “Ss a uke, Springfield Hospital Records: 
pie ie 
2 
Bos 18. CAUSE OF DEATH [E i 
rere \ inter only one couse per line far (0), (b), ond ay INTERVAL BETWEEN 
£0z PART I. DEATH WAS CAUSED BY: ONSET aD DEATH 
Ses yyy IMMEDIATE CAUSE (o} ays 
£26 UG/ 
sf e DUE TO 
Be > Conditions, if ony, which (b) 
BES gove rise to immediate 
RREZ couse (0), stoting the under { OVE TO 
63-0 q nis sovse lost. (2. 
5 < 
28 1% M1. OTHER SIGNIFICANT Ci PiENSc Nia EATH oe ROTATED TO TH IMA} PISEAS 10) PART 1(0)]19. WAS AUTOPSY 
7116 3 eS -agsoc with ats Ea0f me vabold owen or PL ant ike: he eh SHES 0 i Noe] 
Ens 
ao.09 \f5 brain o cums tes 2 
Paar _ © 200. ACCIDENT WAS. Acie [a acecred HOW ack. conse: (Enter noture of injury in Por! | or Port It of item 18.) 
aie & | OR CONTRIBUTING L] CAUSE OF DEATH 
5 £6 © |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sr Soe 2 
o5ss & ]20c TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Staley 
555 
3.2% 8s a Hour asa While Not while foctory, street, office bldg., etc.) } 
area 3 ae, 19 fat work [} ot work H 
22358 : 
$ fae 21. | certify that | attended the deceased framMarch 7» 4 April 20) 19.27. ;that | last saw the deceased 
$3 
6 S $ 5 alive on_. ril_19, OK yy, fram the causes and an the date stated abave. 
E =o . ADDRESS (Street, city or town, state) DATE SIGNED 
32 
<B:: Springfield State Hospital 4/20/59 
he See Pe edt hai nal eel A sre a ea ea 
Zacks / _ Syke sville, Maryland 
etdee 
me ets eg ea a a ees: 
BESO > Tio. BURIAL, CREMATION, | 22. DATE ae Ze. NAME OF CEMETERY OR CREMATORY Tid LOCATION (City, town. or county) ole) 
2 >2d5 OVAL ey ny Ze } / lt, y 
oo ke (iy bso LE. LE, (KL 
ee 2 $I pots Ty Baa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS AIS (4 } it SE) ip 7. 
ewes) j V, : Ce ty, PA DATE 59 Cnithur £ Thana 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 cer 
4178 CERTIFICATE OF DEATH 04165 


Reg. Dist. No. 
os Oey cece ere deceased lived. If institution: Residence before odmission) 


b. COUNTY 
bro Fe MARYLAND. (4, P) Z Bi 
b. CITY OR TOWN (If outside corporote limits, write [¢. LENGTH OF STAY IN 1b N aA oe corporate limits, 2% RURAL ond give nearest town) 
RURA| pn ‘giye nearest town) ! 
7A eggs VAR UM ante 4 d 


wl 


. PLACE OF DEATH 
co. COUNTY 


ath: Page 4 


Pages 1 ond 2 should be filed, 


Ireral director, 


a, 


. NAME OF HOSPITAL (IF not in hospitol, give street address) 4. STREET Alhees e. IS RESIDENCE 
YX OR INSTITUTION ON A FAP? 
f Co yes] No. 
3. NAME OF First Middle Lost 4. DATE Manth Day Yeor 


ELS, 9 VF 


teem Afowerd Benypmiv La Barn Fda 


5. SEX 6. COLOR OR RACE |7. MARRI NEVER MARRIED [-] ]8. DATE OF BiRTH 9. AGE tr geos IF UNDER 1 YEAR] IF UNDER 24 HRS. 
fs we lp Y] Months s ‘Hou: Mis 
( A /e ho LS|oowen BR. ovorceo Gb ALE. odor | | vs] Min, 


10a. ost OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. "ow {State ar foreign Aches 42. ‘Saal OF WHAT COUNTRY? 
during mbst oh ing life, even if retired) oh 
adored) erera fb Lolth AED 
14. MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 


Z Alo PA NN e a Mare aver cb i Le 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ress, 


eo nab 05073. ny ipher fidd ZA cap Lc. 


18. CAUSE OF DEATH [Enter only one couse per line for (o}/ (b), ond (c). ] INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: Ne WALA yula rd &y 


IMMEDIATE CAUSE (0). 


; DUE TO 
ions, if any, which (b) ES fOrL0 hee L&E Gy ai 3 Lldae decade) Md 


pletely filled in by th 


Then please remove carbon popers. 


that the deoth certificote be executed within 24 hours offer 


After this certificate has been signed by the attending physician and cam 


= 

3 

$ 

$ 

e 

ae 
* e§ . 
3 Ee gove rise ta immediate 
= ge couse (0), stoting the under- ( OVE TO 
Fees lying cause lost. ~ 
3885 ° & Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. Was auTorsY 
oe Q op. ae a ao ‘ORMI 
2 a le . ‘ 
2689 8 & a ‘eS o NOL, 
Eo ais Ss & | 200. ACCIDENT WAS UNDERLYING (]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Porl Il of item 18.) 
Srcueeb © 5 
eroentets & | or conTRiBuTI EOF DEATH 
eos & | UF GITHER, NOTIFY MEDICAL EXAMINER) 
fa$ ek S 
Zsess & ]20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stole) 
53 BY 8s 8 Hoor’ Cosrpss Se While Not while foctory, street, office bldg., ae a —————___ 
zs es ‘3 = p.m. 19 Jat work fapet work PT 
Gages 5 ie 
2 3 Rs 21.4 certify, tha attended the deceased from. Dhar rh ET eee, 19.07%, ys Gy OU Ne 19° ¥_,that | last saw the deceased 
a 2s P 
[oats 35 alive on ol a. a ae , and that degth occurred at__2 --¢:._M, from the causes ond on the date stated above. 
Fe BS: > ; ADDRESS (Street, y or town, sfote) DATE SJGNED 
ro = ACTUAL d j 
eyese SIGNATUR Let ALE B (S$ OF mm Mo, Lae 
£O20 j —» 
soo 3s asic me © we 
3705 rc 

Heses ! LO cepg , LED LOU PSL EAD __ 
$ S2°°9 [220. eurial unit Was TION. |] 220. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Store) 
Eee se paper” 5259 Carrollton Church of God Carrollton, Maryland 
os ‘3 * 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Fieger aN John R. Byers Westminster, Maryland oaAY 1°59 Onthug £ Finsah 


wnt 


~| = ~——s MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1166 
‘ DL? 4177 CERTIFICATE OF DEATH \ watoo 


Reg. Dist. No. 


Lo Wee 2 2. USUAL goblets? (Where deceased lived. if institution: Residence before admission) 
: Carroll marviano |} ° "Hirytand ». COUNTY SiGe 


with 
= 


neral director, 


® b. CITY OR TOWN {If autside corporate limits, write {c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give reares! town) 
» Rural se faneykowh y Rural, Taneytown 

es 2 4 CE ea HOSPITAL (If nat in hospital, give street address) | ; , d. STREET ADDRESS e 's RESIDENCE 
oy : Taney town Md, Ro D. 2 Taneytown, Md. R. D. 2 ves€¥# No 1) 
£6 3. NAME OF Fint Middle lost 4. DATE Month Doy Year 
es DECEASED “i ar 

=e (Type or print) Stewart Franklin King CRAIN ANti124) 1959 19 

= 5. SEX 6. COLOR OR RACE 7. MARRIED 7] NEVER MARRIED [J | 8. DATE OF BIRTH Pe se IF UNDER V YEAR| IF UNDER 24 HRS. 
ak Male White |wiooweo py —_ovorceoO] | April 15, 1888 2h Ea (Esa eae 


— a 10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Retired Parmer Farm (Retired) Adams Cos, Pa. UeSeAe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


James BE, King Elizabeth C. Pepple 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? 116, SOCIAL SECURITY NO. |17. INFORMANT Address 
T¥an, no, 0¢ unknown) (F yes, give wor or dotes of service) J f L € 
No None Miss Carrie M, King, Littlestown, Pa. R.Del 
18. CAUSE OF DEATH [Enter only one couse per jing for (0}, (b), ond (ch 5 INTERVAL BETWeEN, 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE cer oe ee 3 Me's, 


Conditions, if ony, which 
gove rite to immediote 
covte (a), stoting the ynder- 
lying couse lost. 


Pager Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING = DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa) |19. WAS AUTOPSY 


WF. ek. re achene Ve Ie SBT Eee ves L) NOT 


20a. ACCIDENT WAS UNDERLYING C] (/] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Gog I or Port Il of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAt EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) (Stote) 
Hour o. White Not while factory, street, office bldg., ete.) | 
p.m. 19 Jot work [7] ot work [J Ts 


Then please remove carbon pa 


= 
Q 
2 
$ 
= 
5 
= 
Vv 
Bi) 
ray 
8 
E: 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


re hospital or attending physician. 
: After this certificate has been signed by the attending physician and cai 


poge 3 shauld be detached for use os the buriol-tronsit permit. 


the registror prior to burial, cremation, or remavol, ond in any event within 72 hours after deat}, 


21. | certify. that | attended the deceas from Af 2 Seer a sO top] 2. ree. Pai) = 7,that | last saw the deceased 
Pe alive onf_é Bet ZO, 12.27-_-, and that death accurred olf 2 EM, fram the causes and an the date stated above. 
a WA ADDRESS (Street, city or town, state) TE SIGNED 
¢ 
eve SNATURI Ac A s som per fe? m0. —Tesanegdancarens Med eo Tes SST 
=a 
4 y Le 
233 mae KS, MeVaugh- » | ar Se Pe 
& 3 FA ‘Zc. NAME OF KEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) {Stote) 
> ify 
4 _Bie at Mt, Camel Ceneter Littlestown, Adams Cos, Pa 
- F jy MDDRESS 240, REC. BY REGHTAR ‘ab, REGISTRAR'S SIGNATURE 
a 7. 
Yet oss) i Et AGA a ce txey Uittlestowns Pao fone ¢ Cnihud £ 1thasua 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 416 7 
4V7S CERTIFICATE OF DEATH iat, 


t: ¥. 
% 33 af Ge ate ed oe USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
3 °. a 
« 33 Carroll meeeTuAND Maryland » coun’ Montgomery 
= a) * b. CITY OR TOWN (IF outside corporote limits, write c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
a 
$s RURAL ond give nearest town) Sie 
>: Sykesville 21 days: Silver Spring [5.56.2 
a aw = d. Mane OF oar {If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
= c ol 
z =o ©O/! Springfield State Hospital 816 University Blvd. vet NO 
o ec 
a oak 3, NAME OF First Middle Lost 4. DATE Manth Da: Year 
~~ vue DECEASED | OF 9 
Lae (Type er print) Dora Daniels Krupnic DEATH April 295 1558 
= J 5. SEX 6. COLOR OR RACE | 7. MARRIED BG) NEVER MARRIED 1), B. DATE OF BIRTH o. poy Viney IF UNDER 1 YEAR| IF UNDER 24 HRS. 
2 Mil 
te Female | White  |woowenQ]  oworceo] | August 10, 1895 Ba 7. 4 
2 & ae 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
BS as during most of working life, even if retired) 
& Bes Housewife - Russia U.Sehe 
Mets : : 
a 5 z e I 13. FATHER'S NAME Joseph Daniels 14. MOTHER'S MAIDEN NAME 
58 
$ Be Uokosmmk Leah Rega 
¢ 3 
PE aes g rs) 15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
= GES - (Yes, no, oF vaknown} Uf yes, give wor or dates of service} a 
B pts No | 2 5 Springfield Hospital Records 
5 28s 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (cl-] INTERVAL BETWEEN 
3% 285 PART I. DEATH WAS CAUSED BY: Oa ee 
aan ; OFATIUMEDIATE CAUSE fo)__Chronic lymphatic leukemia Years 
5 fF AO UY.,O DUE To 
P= ee eas * . 
ay 2s e Conditions, if ony, which (bh 
= Be gove rise to immediote 
5 ERE couse (0), stoting the under: ( OUE TO 
geese lying couse lost. t) 
SiS icee ilngucotse lon 
z ere 8 2 5 a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. ees lend gl 
Beats {21 4 a ras 
eases Os 4 Depressive reaction. SL] NOH 
a oF 2 & = 20c. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Part Il of item 18.) 
Zee ou & | OR CONTRIBUTING C] CAUSE OF DEATH 
<5 i £° © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 bE85 & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1208. (City or town} (County) (State) 
Feiss 8 doe ee While Norebili foctory, street, office bldg., etc.) 
Saeetats = p.m, ot work [] of work i 
ast ’9__., 127 that 14 he deceased 
Ze2n— 9__., 1# <_,that | lost sow the deceas 
z32 
o<< 2-2 fh Apri 
Zeges olive on M, from the causes ond on the dote stated obove. 
; Bo bs ADDRESS (Street, city or town, stole) DATE SIGNED 
3 ACTUAL J is. Riss 
wee £3 Sonat) tuned oO Ud/h$eAr— yp Springfield State Hospital 4 [29/59 
faze / 
xoges mrsiian's Edmund Lusthaus, M.D. Sykesville, Maryland 
ewes Lenn SS EE 
3 
3 3 Zz oi 720. BURIAL, EREMAHON, | 22b. DATE THEREOF ic. NAME OF CEMETERY G2GREMATORY Z2d. LOCATION (City, town, or county) (Stote) 
~ o a 
zo o 
ofoke = 30-59 Mt, Lebanon Cemetery 
ere F 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


B, Danzansky & Sons — 3501 14th Street, NW. DATE MAY 4169 Caius £4, 


ond 


neral directar, 


s Land 2 should be filed with 


~ 
° 
> 
i] 
e 
€ 
3 
3 
wv 
cz 
— 
7s 
= Eo} 
3 cs 
23 
a 2 
g & 
ees 
5 3 
7 8 
cae 
2o¢€ 
rv} o 
GMa 
= uu 
ba c 
° o 
2 c 
oe 
3 8 
2 F 
=e 
$ a 
Cee 
£4 
o : 
3 
eb 
£ o 
= 
o 
> 
ea) 
¢ 
> 


hysician. 


ing Pp 


tol or attend’ 


: After this certificate hos been si 


ie hospi 
R: 


TO FUNERAL DIR! 
page 3 should be detached for use as the burial-transit permit. Then please remave corban pape: 


the registrar priar ta burial, cremation, or remaval, and in any event within 72 haurs ofter deat 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires 
may be retaine 


VS AIS (4) 
15M 10/57 


/ 


0 


_MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


AIG 
4779 CERTIFICATE OF DEATH U4168 


Reg. Dist. No. 
1. al a wate gy a 2 Ee olycicbtoe (Where deceosed lived. If institution: Residence before admission} 
e ms b. COUNTY 
DP MARYLAND QP 4 pp 
RRoLL SIAR VLAND ARKO Lt. 


b. ay ‘OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town) 
RAL ond WIN WD. ey) 


[a SOR JURA YEARS X NEW WINDSOR BURA L 
d. NAME OF WLW b. nat in hospital, give street address) 


‘OR INSTITUTION d. STREET ADDRESS e. 3 TG 
LIED FER D !_PELFORD tl toe 


3. NAME OF First Middle 4, DATE Month 


DECEASED ANNA VA) BRY ve ys TE Rk DEATH AP. Fi, fe 3 1957 


5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 7 AGE {In yeors [IF UNDER LYEARTIF UNDER 24 HIS 
lost birthday) Min, 
F Ww wioowen [— pivorceo [J L B- yes 


Wa, USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR = ule BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


“DY VOCE 9 life, at retired) y) wy Heh = DBRILD MWD 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


oHtW EVER PART LIBRE  LIBTML AS _ aa 
1, WAS DECEASED EVER IN U. 5 ARMED FORCES? 116. SOCIAL SECURITY NO. 17. (NEORMANT CURA 
RE ee | wane  WAMES #4 LESTER MEW wince 2D 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}-] INTERVAL BETWEEN 
on ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: / 

IMMEDIATE CAUSE (0) rlerco Selegp lie. Grice Vacculos YB ae yee! 
ie pf DUE TO 
Conditions, if ony, which (bh 
gove rise ta immediote 
cause (a), stoting the under- ( DUE TO 
lying couse lost. a 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10), 


19. WAS AUTOPSY 
PERFORMED? 


ves] no lye 


200. ACCIDENT WAS_UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
‘OR CONTRIBUTING O CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED —_|20e. PLACE OF INJURY (Home, farm, 120 (City oF town) (County) (Stote) 
Hour 9. m. While __ Not while factory, street, office bldg., etc.) 
pom. 19 Jot work [7] of work] H 


SJ 7 
21. | certify phat | attended the sti from < bet AGS er Ly Wt hat | last saw the deceased 
alive on__ fr B eee Ih: BER and that death occurred ot. @ 2 H,'m, from the causes and on the date stated above. 


E. ADDRESS (Stree!, city oF town, state) DATE SIGN} 
denen Se treat] 
gael Pan A ew S se MD. Ay 


ICIAN'S Za = j 
NAME (Type) [LBRSLT AAI PLM SK 
| Zo. BURIA BURIAL, Sa 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
REMOVAL (Specify) o ~ 0 : 
BLLLEL WEST? Sen 2 


Fa id Rena oi :CTOR'S SIGNATURE ADDRESS: = Ja. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


Wb Marble. Line LLL Minibus ) Amen T_'S9 Citdut 8, Bsa 
l 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 E 
L186 CERTIFICATE OF DEATH 04169 


Reg. Dist. No. 


cd 
| , 


59 
: 2 4 ADDRESS (Street, city or town, state} DATE SIGNED 
sewn (gp ole hel. lve A > yo, Springfield state Hospital 4/21/59 


5 


~ ce —, 
8 27 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissian) 
8 Ben a, COUNTY ©. STATE b. COUNTY : 
wane. © ied Carroll be apie tog Maryland Balto, City 
< a J B. CITY OR TOWN (I aunide corporate fms, write Tc, LENGTH OF STAYIN Tb ©. CITY OR TOWN (If outside corporate limita, write RURAL and give neorest tawn) Fi 
ty and give neorest lawn! } : 
= 52 Sykesville ‘lyr. /ymos. 20da Baltimore 13 By ¥ 
mY 4. NAME. OF HOSPITAL (If natin Respiel, give sieeet oddest) d. STREET ADDRESS © 1S RESIDENCE 
5 4 
2 BS pringfield State Hospital 3132 Cliftmont Ave. ves] NOY 
enema semana | 
265 5 3. NAME OF Firs Middle Lost 4. DATE Manth Day Yeor 
Goa (Type or print) William Patrick Leonard DEATH April 20, 1959 
= = 5. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED $e] B. DATE OF BIRTH % eh (yer TUNoet VYEAR] IF UNDER 24 HRS. 
= : . 
25 Male White wioowen[] ~—sovorceot] | September 9,1906 BB pe ae ellie a eae se 
2 & aos 10a. USUAL OCCUPATION (Give kind of wark dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry} 12, CITIZEN OF WHAT COUNTRY? 
thee en most of working fife, even if retired} Servant’ U.S.A 
x wes orer = eDefe 
on 5 8 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
58% 
2 38 2 Michael Leonard Cecelia Kelley 
= 3 3} 3 18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= GE {, no, 01 unknown) | (IF yer, give wor or doles of service) field Hospital Record 
sD ys No - a7 =05-4954, Springfie ospita cords 
5 2 Ss 1B. CAUSE OF DEATH [Enter only one couse per line for ee and (c) INTERVAL BETWEEN, 
0 a5 PART |. DEATH WAS CAUSED BY: 
5 ons LAGh a oe eee" Noeee | years 
3 sey 410 X DUE TO 
= 52> Conditions, if any, which » Rheumatic Heart Disease. years 
pe 4 5 gove rise ta immediote BUTS 
=. Venaee cause {a}, stoting the under- 
£ é es z tying cause fast. {e) 
395° Zz Ml. OTHER SIGNIF, IT CORIQITION: ITRIBUTING TO DEATH BUT NOT RELATED TO THET! SE, TIOt VENLIN PART 1 19. WAS TOPSY 
Beis » [8] c.BlSlagsocawith ouner diseases of Unknown OF UHESPEStH a MeeO Ween AT Ol? eR eines 
£6828 “1S psycho reaction yes fF] NO 
Te ciate e = FO eC OBEN SU RSAUNDBRLYING o 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part Il af item 1B.) 
So i DEAI 
2 = 2 gs © | (F EITHER, NOTIFY MEDICAL EXAMINER} 
Ssses & |t0c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20F, (Cily or town) {County} (State) 
Ss 3.2 g 2 8 Hour a.m. White g Not tie factary, street, office bldg., etc.) i 
ase = p.m. jot warl at worl 
ort ss ber 30 7. ,April 20 9 
eer Dey a. 21. I certify that | attended the deceased front ovember 30, , 19.2f., toAprat ¢V Po, NOAA sthat | last saw the deceased 
58505 
Bas $5 alive on Apral 20, Ue —_.M, from the causes and an the date stated above. 
2.9 
BS 
Orava / 
oy 4 6 
<$288 NS, Agustin delCampo, MD. 
ae Boa pt - 
SEEOD Zio. BURIAL, CREMATION, | 220. DATE THEREOF Tc, NAME OF CEMETERY OR CREMATORY 1d. LOCATION (City. town, ar caunt te) 
g 2 2 : April 24,1959 New Cathedral Cemetery fdmondson Avenue sBalto:Mde 

eo Be ria 
Saal 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS, 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 

Vs Als (4) Géorge J.Ruth,Incs~1735 Harford Avenue ,Balto:M bore APR 2 459 Clrthug £ Thasne 


g 
3 
B 


2 
2 
= 
a 
8 
= 
“ 
2 
ts 
3 


we, death. Page 4 
yy I 


filled in b 


eS 


PO! 


the registrar priar to burial, crematian, ar remayal, and in any event within 72 haurs ofter deat! 


Then please remave carbon 


ransit permit. 


cate has been signed by the attending physician and comp 


@. 
page 3 shauld be detached far use as the burial 


‘ hospital ar attending physician. 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 
: After this certi 


< TO HOSPITAL O! 
may be retained, 


TO FUNERAL 


Ba 
z> 
a 
a2 

= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4184 CERTIFICATE OF DEATH 


64170 


Reg. Dist. No. 
i. raed ial dial 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
oe Carroll marnano || ° SE Maryland ».couny Garroll 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) $ 
nks burg life x Finksburg 


d popes: oe spend (If not in hospital, give street address) d. STREET ADDRESS e IS Geena 
Row Bethel Road Ra Bethel Road eo nok] 


3. Renee First Middle Lost 4. — Manth Day Year 
{ype or print) James Walter Lockard DEATH April 22 1959 


1E UNDER 1 YEAR| IF UNDER 24 HRS. 


Months[ Doys | Hours | Min. 


9. AGE (In years 
% birthdey) 


5. SEX 6. COLOR OR RACE |7. MARRIED OR] NEVER MARRIED [-] | 8. DATE OF BIRTH 

wong) swaceg| Septe 8, 1879 |g" 

10a. See ae eee spied cea Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ret. Farmer Fara Carroll Gounty, Md. USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Hot&rd Lockard Mary Read 
18. WAS DECEASED EVER IN U. S. ARMED FORCES? }16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no, or unknown) (IE yes, give wer or dates 


2 LP 21581482485 Ww. Holmes Lockard R 1 Finksburg, Mde 


18. CAUSE OF DEATH [Enter only one cause per line for (o}, (b). ond (<).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o| 


Y " DUE TO ; 
Conditions, if ony, which fe : ¢ wtf Sar, 
gove rise to immediote DUE TO $ 


cose (a), stating the under- 
lying cause lost. {¢) 


INTERVAL BETWEEN 
ONSET AND DEATH 


352, 


3 Part I). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART 1[0)|19. we ORUEaeS 
o Di 

is 

$ ves] No PES 
= | 200. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 

& [OR CONTRIBUTING F) CAUSE OF DEATH 

© |{IF EITHER, NOTIFY MEDICAL EXAMINER) es 

ad a, 

& [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
5 Hoveaoatent white” Rist foctoty, street, office bldg., etc.) ! 

cS p.m. 3 19 Jat work [] ot work [J = H 


CAmd ae, 195-5) that | lost saw the deceased 


M, from the causes ond on the dote stated above. 
ADDRESS (Street, city or town, stote) ATE SIGNED 
oe 


Nancie; Ce L. Billingslea, M. D. 1S. Center St. Westminst Ma 


Ro. ey Goes 2b. DATE THEREOF 2c. NAME OF CEMETERY OR GREMATORY 22d. LOCATION (City, town, or county) (Stote) 
‘BoPvay” | 4025—59 Sandymount Sandymount, Maryland 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS da, 5 3: a A 24b. REGISTRAR'S SIGNATURE 
John R. Byers Westminster, Maryland |oms Cltbua £ Thaw, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 - 
418: CERTIFICATE OF DEATH 04104 


Reg. Dist. No. 


ot 


ce — 
3 ‘': 1, PLACE Of DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
i e. COUNTY Carroll MARYLAND °- Rae Land b. opps ore 
. ] b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) F, 
S RURAL ond give neorest fown) f £3: vy 
S Sykesville (Rural) Ye 3me 9d. Baltimore Weer 
; da. Pye ct aa (If not in hospitol, give sree! oddress) d, STREET ADDRESS * AES 
Springfield State Hospital 5618 Mattfeldt Ave. ves C1] No 
_— 
3. NAME OF First Middie Lost 4. DATE Month Do; Yeor, 
DECEASED : oO 
ire aa Ellen Catherine MacDonald | Sfam April ‘i 1929 


5. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE {in ywor FUNDER YEARTIE UNDER 2 HRS 
5 jost birthday) {Month i 
Female White WIDOWED ovorceo () | January 31,1876 83 io eas Pesos | GEC BS 


300. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 111. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Then pleose remave carbon popers, Pages 1 ond 2 shauld be filed 


~ 
© 
oD 
Pa 
€ 
8 
oO 
= 
a) 
San 
5 e) 
oo ¢ 
Bos 
s 2 
c = 
Paes 
34 
a 
B bee 
‘g ped Housewife New Jersey U.SeAe 
3 o o 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
c = 
ie John Scully Mary Ellen Mathews 
= ES 3 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= GES {es no. oF unknown} (It yer, give wor or dates of service} 
8 ofp No hl -- Springfield State Hospital Record 
3 2 = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c)-] INTERVAL BETWEEN 
3 285 PART !. DEATH WAS CAUSED BY: 
Oe Z mre, RT | DEATH MEDIATE CAUSE io. Bronchopneumonia Days 
5 = oY oe DUE TO i 
= 25 Conditions, if ony, which w_Arterioslerotic cardiovascular disease Months 
ty = gove rise to immediote 
Sane couse {a), stoting the under. ( SVE TO - hs 
FoF AN lying couse lost. Generalized arteriosclerosis Years 
2668 ee {c) 
2.98 8 ‘Q Z Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !{a)|19. WAS AUTOPSY 
a eae 52) eee soetate t ry \R A 
Sei |e hronic brain syndromé, associa ed with eirculatroy disturbance, wit. WED) NOt 
e2easo6 o a1 
= 2 3 § = [ 200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
cea aaa & J or CONTRIBUTING CI CAUSE OF DEATH 
Pare 3 | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
2stes & [20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. FLACE OF INJURY iHome form, 20h (City or town) (County) (Stole) 
S.8e5 x H a th fa factory, Mreet, office bldg., 
zSz $ E : ee Seti otecoth faftctsrere fe) ' 
2=58 
g ae 21. | certify that | attended the deceased fram__. July 2, ee Sas 19.57, ta 
22x 
oes Glivé ahbe=-- 4 April.7,_, 1289 __, and that death accurred at_43.3' PM, fram the causes and an the date stated above. 
wc & OD aa o 
FRO So ‘ 
< = 2 2 
SB: j| (= Riley A, lotus uo. Springfield State Hospital 
Ofapa 
zeo35 PHYSICIAN'S ‘ 
<3 < 22 NAME (Type) Rite S. Glahn, M.D. _..-o¥Kesville. 
= 3 S (ii S ‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) {Stote) 
Ore 85 REMOVAL (Specify) 
Ofo ke ) ia 2 ~s Balt 
- 23, FERAL DIREGTOR'! IATUR) (DDRESS. / 4 f 240. YpR a) REGIBIBAR ‘Dab. REGISTRAR'S SIGNATURE 
1S : ce > - Orthad 
1e0 we Pits { DATE ‘ 4. Foassa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 é 
Teom 6, Pilg f@@ > 4/1 (CERTIFIGATE OF DEATH 04124 


ad Reg. Dist. No. 
3 3 1. PLACE OF ‘DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
8 °. ° b. COUNTY 
32 Carroll ee Maryland Balto. City 
re) 3 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporote limits, wrile RURAL ond give nearest town) ! 
s "ay ‘ond giv nga town) a A 4 
S2 eSv. 6 days Baltimore SV Ol 
2 d. NAME OF bee ghee a nat in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
+ Y a} / “ % INSTITUTION ‘ON A FARM? 
ne Springfie eld State Hospital 1929 St.Paul St. yes ]_No Gt 
6 3. NAME OF First Middle Lost 4. DATE ‘Month Doy Yeor 
= (Type 9¢ print) Mabel McHugh State April 10, 1959 
2 5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE kine IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Min. 
é Female White |wwowem —_oworceo] | December 1h, 18 6B rs. ; 
& 100. USUAL OCCUPATION (Gi ‘ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g sring most of working life, even if retired) 
E ousewife - West Virginia U.S.A. 
8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
9 
: Samuel Crawford Hattie Crawford 
8 va WAS Pi) rues U. $. —! —., 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
Nise eae fa aie ae vad 
ACY cia "| 214-18~2857 | John McHugh 1929 St. Paul St. 
g 
& 18. CAUSE OF DEATH [Enter ‘anly one couse per line for (9). (b). and (o)-] INTERVAL BETWEEN. 


ONSET AND DEATH 


PART | DEATH MEDIATE CAUSE (ol Eupeuins cvs laevis of the right cerebral hemisphere 


4 


Then 
‘or removal, and in ony event within 72 hours ofter death. 


TENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs ofter death: Page 4 
: After this certificote has been signed by the ottending physicion ond completely filled in b 


) x DUE TO 
Pi conattianastitongetw lich «Cerebral arteriosclerosis 
i gove tise 10 immediate, 5 
£. couse {0}, sloting the under: 
g25 lying couse lost. Generalized arteriosclerosis 
See z 
Bs ° 150 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS TOPSY 
Pez res 5 C.B.S. due to cardiovascular accident. ete NOD] 
agg 
2 2 & 1200. ACCIDENT WAS_UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port Il af item 1B.) 
£22 & [OR CONTRIBUTING CT CAUSE OF DEATH 
sze G | (IF EITHER. NOTIFY MEDICAL EXAMINER) 
s 35 3 |20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, farm, | 20F, (Cily or town} (County) {Stote) 
6.293 Fal Hour 0. m. While Nat while pecronaa ee Cneear eset, 
Sirk 3 ine fat wark [] ot work [J ‘ 
3S aos 
= =. 1959_, t April_10 coed 1959. sthat | last saw the deceased 
4 
% eel _A--, and that death accurred a OA M, fram the causes ond an the date stated abave. 
£63 3 ADDRESS (Street, city or town, state} DATE SIGNED 
232 
<B:: . Springfield Hospitel _____W/10/59 
Oa 2 eo / 
25435 PHYSICIAN'S 
ezes NAME (Type)__“ Edmund Lusthaus, M.D. __Sykesville, Maryland ees ee 
sho} 220. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (Stote) 
9,5 8~ REMOVAL (Specify) 
Bea 2 ris As 959 Loudon Park Baltimore Md. 
ee 2B. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S sey TURE 
1 feat 
Vs Als 0 Wim. Cook, Inc. 1217 St. Paul St. oare APB 1 3'59 


o32 [ust .d2 CSCL dMguHoM nfo Vess—8i-sLS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
4183 CERTIFICATE OF DEATH 04172 


Reg. Dist. No. 


su et —= 
S 5 = 1. Pigee rhe og kd 7 Ber etal (Where deceased lived. If institution: Residence before odmissian) 
J 9. o. b. COUNTY 
<a Carroll pena Maryland Chty 
= De b. CITY OR TOWN (If autside corporote limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
£ 85 “Sykesville” 9m2ha Baltimore 1, Md BY pn : 
33 : i BV0 
. = ee d. Dapih B i gigs {If not in hospitol, give street oddress) d. STREET ADDRESS. e. Epes 
‘eee 6) 5 
pee fo pringfield State Hospital 126 W, Camden Street vs ONO 
5 3. NAME OF First Middle tost 4. DATE Month Doy Year 
A {type or pri Edward Alexander Malkowski | orm 4 18.1959 
an 
ie 
é 


9. AGE (In yeors jIF UNDER 1 YEAR| IF UNDER 24 HRS. 


5. SEX 6. COLOR OR RACE | 7. MARRIED (1) NEVER MARRIED iP. B. DATE OF BIRTH per burthtoy) 
Spl tp | eee 
é M W wipowed ]—_—sopivorceo 11-6=19 3 ya.[ "| TORS EES 
a 100, Rape Cia aulliedy lore kind ¥ xougyens Vb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote of foreign country} 12. CITIZEN OF WHAT COUNTRY? 
lurigg most of working life, even if retire 
= faborer Michigan U.S.A. 
a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
°° 
= Joseph Malkowski Gertrude Golembiowski 
5 1S. WAS DECEASED EVER IN U. S$. ARMED FORCES? J 14. SOCIAL SECURITY NO. }17. INFORMANT Address 
3 Gachcanercal aces tes aloe" MEidates of ere crl 
: yes | 1913" | 212-1-9833 | _S.S.Hospital Records 
8 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (bl. ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
ge cs) ye Hypertensive cardiovascular disease years 


Ly Uf DUE TO 


€ 
oc 
is 
2 
% 
5 
a 
s 
i 
3 
3 
Ss 
ge 
3 

> 
FS 
o 
nS 
oO 
x 


Conditions, if ony, which be 

gove tite to immediote 

cause (0), stofing the ynder ( DUET 

lying cause lost, © 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo) 


Schizpphrenic reaction, catatonic type 


20a. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


os 


19, WAS AUTOPSY 
PERFORMED’ 


ves] NO 


6 


MEDICAL CERTIFICATION, 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) {Stote) 
Hour a. m. While Not white foctory, street, office bldg., etc.) ! 
p.m. W lot work [J ot work i 


21. 1 certify that | attended the deceased from.___. , 19.29,,that | lost saw the deceased 


W18- 1959 |.-, and that death accurred at! 15 Py, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


alive on___. 


the haspital or attending physician. 
TOR: After this certificate has been signed by the attending physician and campletely filled in b 


detached far use as the burial-transit permit. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours, 
the registrar priar ta burial, cremation, ar rem 


2: Hospi 59 
ofa z ] 

£s22 “|_|NAME(hyes)__E2dmund Iusthaus M.D. Sykesville, Maryland, 
S Seo To. |, CREMATION, | 22b. DATE THEREOF Te. iE OF CE Wd. LOCATION (City, town, of coun: ote} 
2388 paar” | 4-21-1959 | Sacred Heart of Mary| German Hill Ha. mds” 

2 2 5 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: ‘24a. REC'D BY REGISTRAR 2hb. REGISTRARS SIGNATURE 

¥S AIS (0) JOHN J. DUDA 2829 Hudson St. 24, Md. pate APR 21 '59 Cnitur & Fauk 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2184 CERTIFICATE OF DEATH 


met 
J 


U4173 


Reg. Dist. No. 
1p ETE Toe (Where deceosed lived. If institutian: Residence befare admission) 
Ss Maryland b-county Balto, City 


c. CITY OR TOWN (If autside carporote limits, write RURAL ond give nearest tawn) th 


RYS Baltimore 18 


d. STREET ADDRESS e. is RESIDENCE 
2631 N, Charles St, yes (] No (3 
=> 


‘tour 
M Z Carroll MARYLAND 
b. ee sews {If outaide ak limits, write | ¢. LENGTH OF STAY IN Tb 
‘and give nearest town! 
ykesvilie hyrs.3mos.11¢ 


d. NAME OF HOSPITAL (If nat in hospital, give street address) 


R INS) HUT a State Hospital 


death: Poge 4 
‘uneral director, 


. 
6 
Pages 1 ond 2 shauld be filed with 


Pl pr. 

3 

9° 

££ 3. NAME OF First Middle Lost 4, DATE Manth YY Year 
DECEASED Se 5 

& (Type ar print) Margaret Lewis Marden kath April 15, “np oF 

x 

= 5. SEX 6 COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [J] | 8 DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Ipgtbirthdoy) [Manths| Doys | Haurs Min, 


Female White [wiowen[% _ oivorceo} Marth B, 1878 yes. 


100. USUAL OCCUPATION (Give kind af wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country} 12, CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired} 
Housewife - Maryland U.Sehe 


13. FATHER'S NAME ke MOTHER'S MAIDEN NAME 


Frank J. Lewis: Columbia Troxell Lewis 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |146. SOCIAL SECURITY NO. |17, INFORMANT Address 


{¥es. 90, of unknown) | At yes, ge wor er dotes of service) _Springfield Mon attieiete conde 


hours after death. 


No 


18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and (c)-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


that the death certificate be executed withi 
Then please remove corbon popers. 


ate has been signed by the ottending physician and completely filled in by 


5 PART 1. DEAT by. 5 

2 i‘. RT DEATH A EDISHE CAUSE fol Arteriosclerotic heart disease Years 

: San DUE TO 

3 
See Canditions, if any, which % 
ty Eo gave rise fo immediate 
oy as aud {0}, raid the under. { OUETO 
2 i. $2 ying cause Jost. (). 

‘So Zz 
oe oe Aue Ph Lage Fig bl cin ella arial SRER CONG IHOS OVEN PETRA 10)/19. Was AUTOPSY 
= 8 & 
eGsos $|_ disease w: psychotic reaction. yes] No 
Fotss © [200. ACCIDENT WAS UNDERLYING []__ |20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part I! of item 18.) 
Be eC & | oR CONTRIBUTING L] CAUSE OF DEATH 
ZEees & |W GITHER, NOTIFY MEDICAL EXAMINER) 
Ssess & ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (Clty ar tawn) (County) (State) 
2=ov%e2s ray Hour a.m, While Not while factary, street, office bldg., etc.) | 
2-23 E g p.m. Jat wark [-] at work ‘ 
Bras 3 o 
2 ss 3 21.1 certify that | attended the deceased fram __¥ anuar pr wee ithat | lost saw the deceased 
3% ‘z % = ative on aml 9 —~..M, fram the causes and on the dete stated abave. 
ceo 3 Fs wiz ADDRESS (Street, city or tawn, state) DATE SIGNED 
& 35 ACTUAL = o. Springfield State Hospital 4/15/59 
° a ray 2 a J oS ae ee UL ae a a ee ee ree ta. a 
£3a35 ‘) |nwsicans Edmund Lusthaus, M.D. Sykesville, Maryland 
eises 
& 3s >: 3 ® 720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Z2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City. town, ar county) (Stote) 
EER oy EewiterOn | 4-18-59 Green Mount Baltimore 
0 fo t= : 
= 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Yaa, REC'D BY REGISTRAR | 24, REGISTRARS PCMRTURE, 
‘ i helt 

a m.Cook, Inc., 1217 St. Paul Street me nAPR 1 158 


al 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 O44 - k 
4144 CERTIFICATE OF DEATH AS tbe 


2. USUAL Peet (Where deceased lived. If institution: Residence before admission} 


0. STATI A R Lage Ip. b. COUNTY 4 /e 2D eLeES 


“¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


WES TYN STE: 


1, PLACE OF DEATH 
o. COUNTY. 


AKRoiL Oo. MARYLAND 


b. CITY OR TOWN (ff odtside corporate limits, write [ ¢. LENGTH OF STAY IN 1b 
Wee give. are town) / 9 F, RS ¢ 


« death. Page 4 
funeral director, 


4. NAME OF HOSPITAL (If not in haspital. Give street addres) f& STREET ADDRESS 15 RESIDENCE 
x 1 E 
eo 59 LIBART YT. ST eo Noms 
3. NAME OF Fint Middle 4. DATE Mopth ay 


DECEASED 


Lost” Yeor 
Trpecr im, LOMA MAY MICHAEL | tan ¢ ° 19 SF 


a 3. SEX & COLOR OR RACE |7. MARRIED PX NEVER MARRIED [-] | 8. DATE OF BIpTH 9. AGE [i yeor lif UNDER 1 YEAR|IF UNDER 24 HRS. 
1 $ jost birthdoy) [Months] by iF ier 
} ; wioowen C)  onorcenty | Mer” 25 HLF HS zen] d 


100. USUAL OCCUPATION {Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


rs. Pages | and 2 should be filed with 


| 


os during most of working life, even if retired) 

2 ‘ = MEW WIV bh SOR AD. UES 

a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

5 ‘ _ 

: DAKID OC BANKARD AMAWAA MH Ee — 

2 Tf, WAS DECEASED EVER INU. 5. ARMED FORCES? [16, SOCIAL SECURITY NO, [17. INFORMANT Address jae 

3 ls we ea yeeie ke or Sees 0 terval 

E cee 217-09-6495)|_M/vséadp . BERVARD H. MICHAEL PAG, 

8 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and. (c)-] INTERVAL BETWEEN 

a _ PART |. DEATH WAS CAUSED BY: Ca A wy b baetabsrReu10) OREETEND Pex 

5 IMMEDIATE CAUSE (0 : 

ec if Lf DUETO a> © TT ry 
Conditions, if ony, which we ; comcaae) a 


gove rise to immediote 
ca¥se (a). stoting the under. 


—w. 
lying couse lost. © Gntbn's 


: After this certificate has been signed by the attending physician and completely filled in by ¥ 


4 

9 

na F3 Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
ES = F 

a s ysQ no 

3 © } 20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 

= & ]OR CONTRIBUTING L] CAUSE OF DEATH 

4 & | UF EITHER, NOTIFY MEDICAL EXAMINER) 

° & }20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
3 a Hour o. m, While Not while factory, street, office bldg., etc.) $ 

a 2 p.m. 19 ot work [[] ot work [J H 

= y a 4 

3 21. | certify thot t att nded the deceased from 2 v7 Se mal -, OAL U0, 19,S_Z,thot | lost saw the deceosed 
= , ' ira ree 

“4 olive on_G : 1 SF, ond thot deoth occurred ot323 iy M, from the causes ond on the date stated above. 


>: 


TO FUNERAL DiR' 


PHYSICIAN'S 


; : Sai. citger town, siete) DATE SIGNED 
MD. LALA a icaedldee. Dd Sflhabatcte5 
NAME (Type), a 


Ro. FEMSUAL EI. 7b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (Stote) 
Rial | $f 23/57 | UMN TeV LOTHERN CEA Unto TOWN  — MB. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2ha. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
bof 25¥ Zz, a hams 
Yen 9735" Fase ay 54 ‘/4p\orte APR 2 2°59 Cirthun 8. 


the registror prior to burial, cremation, ar removal, and in any event within 72 haurs after death. 


page 3 shauld be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires that the death certificate be executed within 24 haurs 
may be retaine: 


ost 


funeral directar, 
uld be filed 


Poges 1 and 2 o 


id completely filled in by 


lease remave carbon papers, 
urs ofter deoth. 


Then 


permit. 


ENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death: Page 4 


: After this certificate has been signed by the attending physician an 


he haspital ar attending physician. 


ATT 
i 1 


TO FUNERAL DI 
the registrar prior ta burial, crematian, ar remaval, and in any event will 


poge 3 should be detached for use os the burial-transi 


TO HOSPITAL O 
may be retains 


VS AIS (4) 
VSM 9/55 


/ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4186 — CERTIFICATE OF DEATH 04126 


Reg. Dist. No. 
ds Oe 2 AL RRIORNCE (Where deceased lived. If institution: Residence before admission) 
tk ios b. COUNTY 
Carroll bi abhagelg Maryland Garrett ) 
b. CITY OR TOWN (if outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN ({/f outside corporate limits, write RURAL and give neorest town) ys 
RURAL and give nearest town) e 
Sykesville 8,2mos, Lédhys Oakland UX. ae 
d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS. @. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 
; u 2 yes [] No: 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED | OF 
Nypeiesipnel) George Wilson Montgomery,Sr| f™ Avril 16 
5. SEX 6. COLOR OR RACE [7. MARRIED [[] NEVER MARRIED [] |@. DATE OF BIRTH %. ie IF UNDER ) YEAR| IF UNDER 24 HRS 
jast birthdoy) Hi <= ae 
Male White wivowen DF —ovorceot] | December 13, 1885 yn. Pag ee 


Wo, USUAL OCCUPATION [Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during most of warking tife, even if retired) 
Miner~ Coal Sof oa] _manes West Virginia 
14, MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 
Samuel Montgomery Sarah Woolf 
“ WAS coe peerin U. 5. ARMED roRcey 16, SOCIAL SECURITY NO. |17, INFORMANT Address 
nino, st etronn) | tym. pwnere dan wriel DBD OO BOR 
No “4 - 2| Springfield Hospital Records ee 
18. CAUSE OF DEATH {Enter ‘only one cause per line for (a), (b), and ().) INTERVAL BETWEEN. 
PART |. DEATH WAS CAUSED BY: ONCETEA ND DERN 


IMMEDIATE CAUSE (o] Daye 


Years 


USA. 


Chel DUE TO 
Conditions, if ony, which tb Chronic pulmonary emphysema and fibrosis 


gove tise to immediate 
cavse (a), stoting the under ( OVE TO 


lying couse lost. 


{c). 
Past Ml. OTHER SIGNIF| Aa aan TIONS CONTRIBUTING TO DEATH id NOt ate rt dons uly SE SQyor" Pet CHR TAS WP. FRR 
18a ase RSEMa te sae tee a ertiochanterie fractures might remar, "VISE NOK] 


200. ACCIDENT WAS UNDERLYING 0] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, 
Haur a.m. 


ub 
21. | certify thot | attended the deceased from_January.30,. 19.56, to April_16, _., 19.59. that | lost saw the deceased 


alive on..April 16,. , and that death occurred at.92.304 _M, from the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Pr LRZCCE gee LC l poe io, Springfield Hospital _____________ 4/17/59 _. 


TAME (type) A Agustin delCampo, M.D. Sykesville, Maryland 


MANGE ROG LL 
Doy, Yeor |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (State) 
erie hacer factory, street, office bldg., etc.) ! 
jet work [J ot work [1] ‘ 


MEDICAL CERTIFICATION 


720. BURIAL, CREMATION, ‘Wb. DATE THEREOF Mc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION eas town, or aes (Stote) 
Berra te 4/19/1959 | Fairview Cemetery near Gorman, Wd. 
ors si /) ~ ADDRESS 24o. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
a centile Oakland, MGs lowe app 20's | Cutter £ Maus 


\ 


MARYLAND STATE PARTMENT OF HEALTH—BALTIMORE, 18 
Item 9, Ble oak, LO/por Le. 


ot 


04177 
Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inslitution: Residence before admission) 


. COUNTY @. STATE 
Carroll MARYLAND | Maryland 6. COUNTY’ "St Many “8 
b. poe yee (iF aves Ea limits, write} ¢. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give neores! town) 
ond op geet on Ee 
Sykesvill 2yrs.émos. 19days: Abell ee | 


d. NAME OF a (If not in hospital, give street oddress) | d. STREET ADDRESS. @, 1S RESIDENCE 


“CERTIFICATE OF DEATH 


<8 


fter deoth: Page 4 
funeral director, 


Pages 1 and 2 o. baited wih 


Certificate has been signed by the attending physician ond completely filled in by 


OR INSTITUTION ON A FARM? 


Spring Fleld State Hospital None ves [] No (f 


= 
3. NAME OF First Middle lost 4. DATE Month Yeor 
DECEASED 


(ype or print) Mary Blanche Neumayer DEATH April oe 


S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH i, Th 
Female White  {wioowen pg ovorco[] | November 21, 1876 $32 : zu ee 


Toa: USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewife = Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Manes: = Mary = 


1S. WAS DECEASED EVER IN U. S. ARMED cool SOCIAL SECURITY NO. }17. INFORMANT Address 


(Yet, 00, oF unknown) | UH yen, gyve wor or dotes of service) is Springfield Hospital Records: 


24 hours 


in 


No 


18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b), and (c}. ] UN a Wc 


PANT: OFATIMEDIATE CAUSE oL_Art@rioselerotic heart diseasd ars 


UH &O.O DUE TO 


Conditions, if ony, which o 


cent ard CS 
lying couse lost. (9 
CBU! SUS GE MEN “GUN INE BERN CdS UAUEU ELEN" BEV CHEUNE FERC DERRY ON mF VO es Soro 


Moderately advanced pulmonary yberculosis ves] NOR} 


20a, ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part t or Part I! of item 1B.) 
OR CONTRIBUTING () CAUSE OF DEATH F sa Am) 

(IF ESTHER, NOTIFY MEDICAL EXAMINER} cy ¥ 

PA 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (Stole) 
Hour. m. While Not while foctory, street, office bldg., orc) | 1 
p.m. 19 lot work [J of work = 


se remove carbon papers. 


event within 72 hours after death. 


= 
3. 
med 
a4 
5 
3 
3 
2 
3 
’ 
A 
° 
3 
& 
3 
8 
£ 
° 
3 
7. 
’ 
£ 
3 
= 
= 
‘3. 
Fs 
s 
3 
2 
° 
2 
= 
z 
<. 
Vy 


1 or otlending physician. 
MEDICAL CERTIFICATION 


Pali 9 that ! last saw the deceased 


, fram the causes and an the date stated abave. 
"ADDRESS (Street, city or town, stole) DATE SIGNED 


the hospi 
OR: After 


page 3 shauld be detached for use as the buri 


pee Edmund Lusthaus, M.D. 


the registror priar to burial, crematian, or remavol, a 


may be retoine 
TO FUNERAL Di 


22d. LOCATION {Cily. town, 9¢ county} 
ZS j vod) 
2 ¢ “2 


2ho. REC'D BY REGISTRAR = | 24b. REGISTRAR'S SIGNATURE 


39 | Cutten S Kaus 


TO HOSPITAL OR ATTENDING PHYS! 


2a 


zB. 
= 
Rees: 
a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
if 4188 CERTIFICATE OF DEATH 


eal 


04178 


* ADDRESS (Street, city or town, stote) DATE SIGNED 
titi Rte A. floaty mo. .... Springfield State Hospital __44/9/59. 


* 


* ee Reg. Dist. No. 
. => 
g te 1, PLACE OF DEATH 7 USUAL RESIDENCE (Whore deceosed lived. If institution: Residence before edmitsion) 
8 8% are °. b. COUNTY 
Gees Carroll eee Maryland Allegan: 
£ Be b. CITY OR TOWN [If ovtide corporote limit, write | ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN [If outside corporote limits, write RURAL and give nearest town) 
8 53 RURAL ond give nearest town) 3 
Se Sykesville, (Rural) P7y. 2m, 22d Cumberland Rt. # 3 eae" 
2 3 c / — d. TSE OF How (If not in hospitol, give street oddress) d. STREET ADDRESS: e. potierer He | 
—— -e | Springfield State Hospital Bedford Valle yes A] Not] 
Se 
2 £5 3. NAME OF First Middle Lost 4. DATE Month i Yeor 
nA B- + 
" 23 pene) Mazie Gertrude O'Neal Seat April 1959 
= 
= =e 5. SEX 6, COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED ff] |8. DATE OF BIRTH SMT Pe fest UNDER 24 HRS. 
= > Min. 
eee Female White _|winowent) —_—opvorceo) | Noveniber 16, 188d yn “4 
= 8. VOo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stofe or foreign country) ial eas OF WHAT COUNTRY? 
2 8g 3 during mest of working life, even if retired) 
= yes Housework Domestic Pennsylvania UeSehe 
2 525 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
88 
© 3 3 . 
B Ser Fred k ON Harriet Lashley 
= 2 8 3 ‘4 11S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
Se cated WWenne. er unknown) ff pas. earch autre N 
8 pfs No a ane Springfield State Hospital Record __. 
£ Bf 
bj 7o oo " 
BD eee 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] INTERVAL BETWEEN. 
3 265 PART 5. DEATH WAS CAUSED BY: ONSETIANDPOEATH 
pe cs pap rns (__Bronchopnenmonin — 
ae se <i DUE TO 
[3 eo 
Sees Conditions, if ony, which o_Arterioscler 
s BES Gove rise to immediote 
= sss couse (0), stoting the ynder- (OVE TO 
Sok=2 lying couse lost. 
ec = ying couse lo: {c) 
= oO a & 2 
ca 5 O z ART tt OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo}|19, WAS AUTOPSY 
RH=EG Q Bau PERFORMED? 
Shokan y]e hizophrenic reaction, Other and unspecified. eo) wis 
26580 o 
= = 3 5 = ]200. ACCIDENT WAS UNDERLYING [J__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
2s 3 F ]oR CONTRIBUTING 11 CAUSE OF DEATH 
ag 2 . U [UF EITHER, NOTIFY MEDICAL EXAMINER) 
2stss § |20e. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED [208 PLACE OF INJURY (Home, form, 120F. (City er town) (County) (Stete) 
S58 05 8 oor Sten: White Not while factory, street, office bldg., ete. i 
= secs 4 p.m. ’ jot work [7] ot work [] 
ae OLS 
g S20 < 21. | certify that | attended the deceased fram__July 1, __ » Wabi, Tae ees 195.9_.,thot | lost saw the deceosed 
z 3 : 
oe tss alive on___4 12.59__ ., and that death occurred ot 83 SPAM, fram the causes and an the date stated abave. 
E2083 
E pose 
ase 
ao 
° 2a 
as f 
so 2 HY SICH, 
Zeg28 Manet Rita S. Glahn, M, Ds oy e 
5 88° > 72a. BURIAL, CREMATION, 7b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, of county) (Stote) 
o.5 3° REMOVAL (Specify) 
a 
Eipieasre Burial 4/11/59 Pleasant Grove Nr. Cumberland, Md. 
eee 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Dao. REC'D BY REGISTRAR | 245, REGISTRAR'S SIGNATURE 
V5 ALS (4 Charles L. George “umber1 i 
13a'9755" g and, Md, vatAPR 1 3 '59 ithen £ oe ae Ee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
. 4189 CERTIFICATE OF DEATH 04179 


Reg. Dist. No. 


rod 


a ee 
& by 3 ‘ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
ee) 7m ecouny’ Carroll marvano || ° SE Maryland >. COUNTBaltimore City 
Bs 
£ Be Ki 'b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) . 
pore 
z 53 sykesvftie 8 Baltimore ‘ 
> Sn e ) i 
4 3 days p/-i 
ig: # d. aa {If not in hospitol, give street oddress) d. STREET ADDRESS e. btegra s7°9 | 
la iS 
sore O15 Springfield State Hospital, 3245 Dudley Avenue alent. si 
em te 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
& pies Cyecer eri) James John Parker DEATH 4 151959 
3 5. SEX 6. COLOR OR RACE |7. MARRIEIE] NEVER MARRIED ["] | 8. DATE OF BIRTH 9 AGE (ln yon IF UNDER 1 YEARTIF UNDER 24 HRS. 
=.= { : 
ee 35 Male White wipowep [] pvorceoQ] | 9m 28=1880 78 “ tae la: 
= — ag 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
2 3 joring most of working life, even iF retin 
$ 9 23 duri: it of worki if retired) 
5 ped amid xwarierret-molder-C.L.Martin Col ge Austria Ustcas 
3 Zz g 5 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Plead John Parker 
So Yor Mary 
= = 8 3 1%. WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
= € fax, no. of unknown) it yen, give wor or dates of service) 
8 gtk h No | 12-05-8156] Hospital records. 
ee: 
5 pes 1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c). INTERVAL BETWEEN. 
o s2 ONSET AND DEATH 
U £03 PART |. DEATH WAS CAUSED BY: 
2 %¢2 * UMA caussoar , Arteriosclerosic Heart Disease years 
5 =F: “ DUE TO 
RS Cunaeors eon ahick i Generalized arteriosclerosis years 
“ ‘E ifehe 4 
s Zé 5 gove rise 10 immediote ( 
Sete couse (0), toting the under. (OVE TO 
= 5 as z lying couse jost. ) 
3 % Sy 8 g $ Brg. ate SIGNIFICANT CONDITIONS CONTRIBUTING sSeler sis. LATED ghopneunn DISEASE CONDITION GIVEN IN PART i(0)/19. WAS AUTOPSY 
S3825 © |2] CBS.due to cerebra: Srtertosclerosis.brone opneumonia. PERFORMED? 
eases 3 vs noo 
rove § = [200 ACCIDENT WAS UNDERLYING C)__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
© 3 tee S [OR CONTRIBUTING LJ CAUSE OF DEATH 
< § £ o ‘ [UF EITHER, NOTIFY MEDICAL EXAMINER) 
2stss & [20c. TME OF INJURY Month, Boy. Yeor [z0d, INJURY OCCURRED [20e. PLACE OF INJURY THome, form, 1 20F. (City or town) (County) {Stote) 
25° 9s a Hour om? While Not while foctory, street, office bldg., etc.) ! 
z 3 = 2 5 = p.m. Jot work [J of work (] { 
eee 21. | certify that | attended the deceased from. Unf 19.22, to , 19.22. ,thot | last saw the deceased 
ZSeys ’ 
Zs 3 ative on___.4a15 ., and thot death accurred a in _2_™, from the causes and on the date stated abave. 
j= ay" 3 2 ADDRESS (Street, city oF town, stote} DATE SIGNED 
‘* 5 Svat CL tt ol irs ACE CATE PO yy | Springfield State Hospital 
OfBvRS 7 le ait: ae eee UO SS i SS ee 
293 / PHYSICIAN'S 
Se<2 g NAME (Type Agustin del Campo,M.D. Sykesville Maryland. 
ples s 
waeoD Zo. BURIAL, CREMATION, PSC We F . NAME OF CEMETERY OR CREMATORY LOCATIQN (City, town, or county) (Stole) 
8 BB Ss BevoNAt speci 20/56 Holy ‘Redeomer Com. “bettimore, “Ma 
° ° ant 
ie Ne 2#o. REC'D BY REGISTRAR | 24b. REGISTRAR'S HGRAURE, 
yeas a ceca 


oom 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 § 
4190 CERTIFICATE OF DEATH a Ha tso 


1. PLACE a 2. USUAL RESIDENCE (Where doceosed fived. ff inslilution: Residence before admission) 


co. COUNT" Carroll MARYLANO 0. STATE Maryland b. COUNTY City 


b. CITY OR TOWN (If outside carporote limits, write | c, LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


kesville lo days Baltimore 18, Mi. é d 


d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


pringfield State Hosp 3708 Greenmount Ave Yes (] No [af 


a ae First Middle Lost 4. DATE Month Do, Yeor 


(Type oF print) Kate Payton Beam 4 18 1999 


5. Sex & COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | ® DATE OF BIRTH 9. AGE {In yoors [IPUNDER 1 YEAR[IF UNDER 24 HRS. 
lo birthdoy) [Months] Doys | Hours Min. 
Ww wioowen Be olvorceof} | Jane 29, 1863 yn. 


100. USUAL OCCUPATION (Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY 111. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 


ese : England naturalized USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John Lutwyche Elizabeth (unknown ) 
1S, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Ye. ‘aa | (It ye, give wor or dates of rervice) 8.8 .Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). and (c).} INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: ONS age OATH 
IMMEDIATE CAUSE (o]_ Bronchopneumonia 
- YX 
of . DUE TO 


be_filed with 


(= 


funeral director, 


fier death: Page 4 


& 


Rages 1 and 2 should 


mpletely filled in by 


in 72 hours after 


= 


Then please remove carbo 


Conditions, if ony, which (o 
gove rise ta immediate 


ee {0}, stating the under. ( DUE TO 
ying Soot len. ey 


CBS SOE HER GOH BPR HE BAI GRATE SH YR RBATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PARY 1(0)]19. rai AUTOPSY 
YES Nox] 


Arteriosclerotic cardiovascular disease 


20a. ACCIDENT WAS_UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Part Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


icate has been signed by the attending physician and 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (Cily or town) (County) {Stote} 
Hour a.m. White Nat while foctory, street, office bldg., etc.) | 
p.m. 19 Jot work [] ot work ( ' 


I or 
MEDICAL CERTIFICATION 


@ causes ond on the date stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


ACTUAL (Zee / _ _Springf te Hospital 


SIGNATURI 


» 


TO FUNERAL DI 


PHYSICIAN'S 
NAME (Type) D., 


720. BURIAL, CREMATION, | 22. DATE THEREO! ‘Wc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
BUMP HE re) | 3259 Lorraine Mausoleum Woodlawn, Ma 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘Qho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Wm. Cook, Inc., 1217 St. Paul Street care APR 21 '59 Cinihan £ Haus 


the registrar prior ta burial, cremation, ar remaval, and in any event 


page 3 shauld be detached far use as the burial-transil permit. 


may be retai 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


om 


A S 1 
: - O41 
< ie 4197 CERTIFICATE OF DEATH ig tion le, 
% 23 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before admission) 
p. aes 0. COUNTY °. 
2 & ; Carroll MARYLAND : Maryland »- county Montgomery 
3 3 3 hI \ b. city o Town Ue ovuide SEE limits, write | c. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN {If ovtide corporate limits, write RURAL ond give neorest town) zt 
33\ Ti cond give nearest town . 
= Son oF Sykesville Syrs.9mos. 28d. ays Chevy Chase 15 ; See i 
Be d. NAME OF HOSPITAL (IF nal in hospitol, give street oddress) d. STREET ADDRESS. .. Js RESIDENCE 
ee SpMingtteld State Hospital 139 E, Bradley Lane ves C] NO 
2 Uv 
2 5 5 3 NAME OF First Middle Lost 4. DATE Month Do Yeor, 
Ss eas (Type or print) Anne Rackstraw DEATH April en, ny 
ec £ 
= =e 5, SEX 4, COLOR OR RACE |7. MARRIED [] NEVER MARRIED] |8. DATE OF BIRTH 9. AGE (In or iF UNDER TYEAR] IF UNDER ae H 
aes 
‘i a. Female White wiooweo [J ovorceot} | July 9, 1875 3 yn. Spee ge 
¢ 
2 & ae Ve. USUAL OCCUPATION, red kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 8 a3 during most of working life, even if retired) 
Bo zed iervisor of Ar Teacher Michigan U.S.A. 
3 : a5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© S86 
8 Bee Alfred G, Rackstraw Mary Jane Tate 
= 3 15. WA ASED EVE . 8. ARM 16. SOCIAL SECURITY NO. 17. ress 
= 563 \\_ [T5. WAS DECEASED EVER IN U. 5. ARMED FORCES? 17. INFORMANT Add 
< a & {Yer. ae. oF unknown) {IE yen, give wor or dotes of service) 
De No - None Springfield Hospital Records 
3 ES 18. CAUSE OF DEATH [Enter only one couse per line for (a). {b). ond {c).} INTERVAL BETWEEN 
7 2 a5 PART I. bis WAS CAUSED BY: ler roti rai lar disea e cure nat 
2 ose a IMMEDIATE CAUSE (o)_ArterLosclerotic ca: ovasc' s 
3 fe? Lh hod DUE To 
££ Ba Conditions, if ony. which 
3 RES gove rise to immediote — 
eh aS cause {0}, stating the under: OUE TO 
Tersy lying couse lost. i 
38 8 5 ie z Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OZATH BUT NOT RELATED TO THE ht hi DISEASE CONDITION GIVEN IN PART 3(0}/ #9. UES AUTOPSY 
os 3S =%5 Q ~itan+toes-”@60DP dD REFORMED? 
atk 8 38 5| Senile psychosis, paranoid type. Fracture, right hip. hic DO noxXy 
Fotssé E [200. ACCIDENT WAS UNDERLYING []__] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Part or Port Il of item 1B.) 
Po = 
zaie- & |r CONTRIBUTING [1 CAUSE OF DEATH 
<5 ved U [UF EITHER, NOTIFY MEDICAL EXAMINER) 
. » 2am ~ 
2 oss S [2%c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20F. (City or towa) (County) (Stote} 
sles ro Hour a.m. While o Nat xt foctory, street, office bldg., etc.) ! 
NS = jot work [7] of work ' 
rece 
ae a4 cert thal ltended Uh Sep fram October 205, 19.54.10 April 21, 1929 that | lost saw the deceased 
3 i ee ts alive on__Ap pri. 21. et 3 fB2._., es > and that death accurred at._4* PM, fram the causes and an the date stated abave. 
258 
SEOs so ADDRESS (Street, city or town, stote) ATE oy” 
<@: S Springfield State Hospital 4/2 22/5 
ae Fe te UND a ge a 
Ofara 
£a2 f . 
<3g35 ‘) [RRAEANS Edmund Lusthaus, M.D, Sykesville, Maryland 
TE I th ie Re RR ce A a LRT CORN NET a Re aE 
& 38 > Tio. BURIAL. CREMATION, [22b, DA Gesel NAME OF GEMETERY OR CREMATORY 22d. LOCATIO’ an Yawn, of county) (Stote)_ 
Fe someadare [OA 2° ob. S201 Wandalns Ré~ ‘nla, Qrh, B- 
oF 2 23, FUNERAL DIRECTOR'S $NA) URE ADDRESS 4 ao. REC'D BY as ab. REGAYRAR'S SIGNATURE 
N . 23'S 
Baw QRS buy favradly ~ oarAPR 


Kats -<(f\ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 4 1 § 2 
4192 CERTIFICATE OF DEATH halle 


1, PLACE OF DEA] Yi 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare odmission) 
Peed 


TY : 
a. COUN ean a. STATE Lay b. COUNTY 7 eve. / 


b. sues OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TO} {If outside carporote limits, write RURAL ond give neores! town) 


givg neorest tawn) 
— Le LAD Prate 
@. NAME OF HOSPITAL {IF nat in aT give street oddress d. STREET 7 ESS ©. 1S RESIDENCE 
OR INSTITUTION / ON A FARM? 
exc, pie: su 1 Hee Es 5 NO CI] 


. NAME OF i Middle Lost 4. DATE Manth Dey Year 


Pine crriay Me | yin Earl Rill. | Sam Zor age VF 


5. SEX 6. COLOR OR RACE |7. MARRIED P>RNEVER MARRIED [7] | 8 OATE OF, BIRTH 9 AGE (In years [IF UNDER I YEAR IF UNDER 24 HRS. 
loy Speen) Months] Days Min. 
Hse c/ppi/e- \woowen tT} —_oworceo OO} | Hy 3. LEIFZ Sn ys, 


10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
doring-most of warking life, even if retired) 


J=RRIMER PLTIC, ree OSA: 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Li OA ft ETL ye pes POPPA Ga FEMIONRE 


1S. WAS DECEASEDEVER mie U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


Address 
{Yes, no. oF unknown) [es eee arp 36 “YS ae I EANIE Ri i] _Haups tes Me / 


hours ofter deoth. 


18. CAUSE OF DEATH [Enter anly one cause per line for (a), (bl, ond (c).) oD INTERVAL BETWEEN. 
PART I. DEATH WAS CAUSED BY: s 4 
s IMMEDIATE CAUSE (0) ri <a < og (40 
1X DUE TO 


Then please remove carbon popers. Poges 1 ond 2 shar 
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es 
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By 
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ao 
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Conditions, it any, which to 
gave rise ta immediate 

couse (a), stating the under ( DUE TO 
lying cause lost. a 


Part fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ¥(a}|19. was AUTOPSY 
Mi Ha yes] Not] 
200. ACCIDENT WAS _UNDERLYING-€} | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port I! af item 18.) 
‘OR CONTRIBUTING EF] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) — — 
ee 
P0c. TIME OF INJURY Month, Day, Yeor (20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20. (City or town) (County) (Stote) 
Hour a.m. While Not while factary, street, office bldg., etc, un 
p.m. 9 fot wark pot work 2} — — —— —- 


21. certi 


alive an GP (.,-, and/that death sane ei vopPm, fram the causes and i the date stated abave. 
ee SIGNED 


ADORESS (Street, city ar town, st 
nas AD ——_Lfous ne a a aol 


ee 

720, BURIAL-TREMATION, | 22b. DATE tae Vi ors NAME OF CEMETERY OR CREMATORY 724. OCATION (City, town, ar county 

aye (Specify) Yh. Ab iy, tf 
AS 4 —s z 


UMER, r bine TOR: SIG! a Ma. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


ow, ; i; f{|oareMAY 1°59 Onttun £. Hau 


jires 


After this certificote has been signed by the attending physicion and completely filled in by 1 
MEDICAL CERTIFICATION 


hed for use as the burial-transit permit. 


ENDING PHYSICIAN: The tow requ 
he hospital or attending physician. 


o 


TO FUNERAL DIR’ 


the registrar prior to burial, cremation, or removal, ond in ony eR 


‘© HOSPITAL OR ATT! 


may be retoine: 
poge 3 should 


zat 


wa 
22 


ge 4 


Pages | and 2 @. be filed with 


id campletely filled in by 


funeral directar, 


x 


ician oni 


hen pleose remave carbon popers. 
Ant within 72 haurs after death. 


ficate be executed within 24 haurs afer death: Pa: 


thot the death certi 


jires 


1 The low requi 
ing physician.’ 
-transit 


Fy 
FS 
= 
& 
D 
= 
5 
S 
2 
3 
° 
eS 
> 
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is cer: 


the hospital ar attend 
: After thi 
poge 3 shauld be detached for use as the burial: 
the registrar priar ta burial, crematian, ar remaval, ond 


may be retained 


TO HOSPITAL OR ATTENDING PHYSICIAN 
TO FUNERAL ce 


VS ANS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04 1 § 3 
4193 CERTIFICATE OF DEATH iS Mak, 


ay Mate hese 2 hist wae (Where deceased lived. If institution: Residence before odmission) 
°. b. COU 
MARYLAND q 
IY LO 


b f+ JS 


b. CITY OR TOWN (If outside corporot i it ¢, LENGTH OF STAY IN 1b c. CITY OR RY (IF outside corporote limits, write RURAL and give neares! town) 


RURAL ond give nearest #5%p) : y 
rN Bb D EARSIA C7 


IAME OF-HOSPITAL (IF not in hospital, give street oddress) Va STREET ADDRESS. e. 3 RESIDENCE 


dé. Ni 
OR INSTITUTION j= WE D = ‘ta CEE, MED SI. oy a No gL 


3. NAME OF i Middle DA Day Yeor 


DECEASED ax 
wes re Mts 2UDE I) E 2 95 
5. SEX $. COLOR OR RACE {7. MARRIED [_] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
_ O o lost burthdoy) [Months] Doys | Hours] Min. 
A wioowen Z}-—“bivorceo 1} {iY ¥ 2G_ 15 / yrs. 


10a. USUAL Gast igelcin fea kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY " BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) OWN #07) f LAND 


fi 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


ALBERT EY FELMETON FRANCES CL ake 


15. WAS DECEASEDEVER NU. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address: 


ane (IF yen, ve wor or dates of service) Nas 1S ELLE wz) : ia Wy ) 
i : ND DE 


18. CAUSE OF DEATH [Enter only one couse per line 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


DUE TO 


‘ony, which 
gove rise to immediote 
couse {o), stating the under- 
lying couse lost. 


Parr i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}|19. wasmnioesy 
yes] Not] 


ni 
20c. TIME OF INJURY Month, aa Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form. | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc. 
p.m. jot work [_] of work [7] H 


21. | certify that | ee PRE gee fl sa FAA : ey) [ hom IG hat | last saw the deceased 
19.9.4 


MEDICAL CERTIFICATION 


alive on___, , from the causes and on the date stated above. 
‘ADDRESS (Street, city or deyrn, stote) DATE SIGNED 


SIGNATUR i Vi, £72 Lb C47 


ne ER 
RE HESS Ep SLE BRILL C 
[720. BURIA ATION, [ 2b. DATE THEREOF *™s NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county} (Gtole) 
Bene Al gern 4 R Dp 7 
A LL y =L) Ld, LAP 
PR's SIGNATI ) LZ, DRESS. ho. REC'D BY — Zab. REGISTRAR’S SI TURE 

2 yj a Cnttun & 

iY AY SG 2 FALL Kp Ln eek Hi /iserthpn 44'S 
7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4194 CERTIFICATE OF DEATH 


04164 


Reg. Dist. No. 74 


fi 


~ of <£ = 
$ 3 3 if ieee Ge DEATH 23 een oe (Where deceased lived. If institution: Residence befare admission} 
J @ °. °. b. COUNTY 
* 32 Carroll Meryland 
£ Be b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) : 
3 538 RURAL ond give nearest ce . t / 
2 32 Henryton, Md. T,497 a Baltimore yo 
FY re 2 d. NAME OF HOSPITAL (If not in haspitel, give st d. STREET ADDRESS 1S RESIDENCE 
> Mj OR INSTITUTION: ON A FARM? 
J Henryton State Hospital 1116 Low Street ves CJ NOB 
£5 3. NAME OF Firs Middle lost Month Day Yeor 
23 (Type or print) John Wesley Robinson 
cs 5. SEX 6 COLOR OR RACE |7. MARRIED SE] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years 


lost birthdoy) 


é Male Negro wipoweo [] bivorcto[] | 2-22-1901 

Ge 100, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (Stote or foreign country) V2. CITIZEN OF WHAT COUNTRY? 
gs during mast of working life, even if retired) 

Pe Laborer Unknown Parksville, N. C. | U.S.A 

3 & 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

se 

¢ Jasper Robinson Chalcey Jones 

2 rf I Pp Re cess bo BYE REL UT See Nec otee 16. SOCIAL SECURITY NO. |17. INFORMANT Address 

. 0 Unkno hn W, Robinson - Patient 

Hy 1B, CAUSE OF DEATH [Enter only one couse per line for (0). (b). and (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 


PART I. DEATH MCoIATE cause o)___ Cardiovascular insufficiency 


Then 


the registrar prior ta burial, crematian, ar removal, and in any event within 


DUE TO 
i ess Ean w Far adv. bilateral cavitary pulmonary tbc. 20 years 
& couse (o}. stoting the under- DUE TO 


lying couse lost. (a) 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. as ALS 
ves [] NOC] 


200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY iHome, farm, T20F. (City or town) (County) (Stote) 
Hour 0. m. ‘While Not while factory, street, office bldg, etc.) | 
pom. 19 fot work [J] of work [J + 


21. | cortify that | attended the deceased from_ Sept» 26 __, 19.38, to.._April 6 __, 19.59that | lost saw the deceased 
alive on__ April 6_ > and thgt death occurred ot81.5_A M, from the causes and an the date stated above. 


vi 4 Vy y— ADORESS (Street, city or town, stote) DATE SIGNEO 
ACTUAL Wace. ; 

Gime SS ne : 3 

PHYSICIAN'S 


NAME (Type) Edgars Me Maculans, MN. D rt OB8D: 
Mio. BURIAL, CREMATION, | Rib. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City. town, or county) s 
oy REMOVAL (Specify ‘i . f , 
PUTA iUpS - C4 NAY Y, 2g Hike idle 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS a. REC'D BY REGISTRAR | 24b, PEG|STRARY a 
, o BA f), \ocaPR 135° ical ileal 
V5 A15 (4) 708 Moor fi Cod AN Ley Hue _|oxBPR 


1SM 9/SS. 


SICIAN: The low requires thot the death certificate be executed within 24 haurs 


the haspital or attending physician. 


TO HOSPITAL OR ATTENDING PHY: 
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R: After this certificate has been signed by the attending physician and campletely filled in by 


: 
° 
8 
a 


may be retain 
TO FUNERAL DI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 4 1 5 
4195 CERTIFICATE OF DEATH senha 


i geese ela 7 prey ada (Where deceased lived. If institution: Residence before admission) 
z Carroll MARYLAND |] * Maryland °CUNY Balto,City 


b. CITY OR TOWN (If autside carporate limits, write -| ¢. LENGTH OF STAY IN Tb. ¢. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest town) 


Bykesvitie: ” lmos.12deys: Baltimore, Zone 


d. NAME OF HOSPITAL [If not in hospitol, give street address) d. STREET ADDRESS. @. 1S RESIDENCE 
RIN! INA FARM? 


pringfield State Hospital 4645 Park Heights Ave. vest) NOx 

js fussed First Middle Lost 4 ails Month Day Yeor * 
Byes opr Isadore Zelick Sachs SEATH April Ue ee, 

6. COLOR OR RACE |7. MARRIEDI] NEVER MARRIED [7] | 8. DATE OF BIRTH AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


%. 
last birthd: 7 
wiDowsD [] Divorced [J December h, 1893 % ra a ca ae Resell a Nont 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or fareign cauniry) 12. CITIZEN OF WHAT COUNTRY? 
during most of working li ren it retired) - 


Russia Unknown 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Hyman Sachs Frieda Goldburn 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY mae INFORMANT Address 


(Wer. no. of unknown IN yen, give wor or dates of service 
at 1 Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per fine for (9), (b). and (c).] Fe ale es an 
PART |. DEATH MBIA Oust o)___Arteriosclerotic heart disease Years 
4. DUE To 
CoWailteniRitcoly, which is Generalized arteriosclerosis: Years 
gove rise ta immediate 
cause (0), stoting the under. ( DUE TO 
lying couse fost. te. 
Pant Il, OTHER SIGNIFICANT CONDITIQNS CONTRIBUTING TQ DEATH,BUT NOT RELATED TO, THE TERMINAL DIS! CONDITION GIVEN |i RT Ifo) | 19. WAS AUTOPSY 
C.B.5oAssocew th cer rat arteriosclerosis wit psychotic reaction, Veet 
ronchopneumonia.e yes] N 


200. ACCIDENT WAS_UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Hame, farm, | 20f. (City or town) (County) (State) 
Havr a.m. While Not while factary, stree!, office bldg.. etc.) | 
p.m. 19 lot work [1] at work [J ' 


Siete 19.9 a that lillavtieown the icleoensel 


IPM, from the couses and on the date stoted obove. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


4/2/59 


24 hours 


in 


tex 


in 72 hours ofter death. 


No = - 


MEDICAL CERTIFICATION 
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Agustin delCampo, M.D. 


BURIAL, CREMATION, | 220, DATE THEREOF ac. NAME OF CEMETERY Of PRE OM zFity, town, of caunty) 
Aton MAtttid’ [ere o 


ec oy pe NN ADDRESS 2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Me Levires lea GD (Lato lon SPAS 59 CA eacus, 
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moy be retain 
TO FUNERAL DI 


— 


fter death? Page 4 
funeral director, 
uid be filed with 


> 


yj 


thin 24 hours 


yi 


Then please remove carbon papers. Pages 1 and 2 


R: After this certificate has been signed by the attending physician and campletely filled in by 
the registrar priar to burial, crematian, or remaval, and in any event within 72 ha; af} 
doy 


ENDING PHYSICIAN: The low requires thot the deoth certificote be execuled wi 


the hospitol or attending physician. 


‘ 


page 3 should Be detached for use as the burial-transit permit. 


— 


may be retaine; 


‘© HOSPITAL OR AT 
TO FUNERAL DI 


a 


“= 
vs 
1 


ES 


MARYLAND DT ATE RE ARIMENT OF OF HEALTH BALTIMORE, 18 ny 4 ] § 6 
0 CERTIFICATE OF ‘DEATH % 


4 e Reg. Dist. No. 
16 — 
Vt, Meee OF DEATH 2. come RESIDENCE (Where deceosed lived. If institution: Residence befare admission) 
2 oF b. CO! ss 
Garroll noni Maryland Garhid/ City 
b. CITY OR TOWN (If outside corporole limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) V 
“te ‘ond give nearest town) : - 
a) Sy eave B3yre7moe5dae Baltimore 3¥Ol 
d. NAME: ou HOSPITAL (If not in hospitel, give street oddress) 7 ry RESIDENCE 
Springfield State Hospital YESE] No PF 
af NAME & First Middle Ony Year 
(Type oF print) Albert aes 22 19 59 
5. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [2 | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
 bighdoy) Months] Days | Hours] Min. 
Male White — jwiowe] _oworceo Q] —-/—/1891 ans 
Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [ 11. SIRTHPLACE (Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mos! of working life, even if retired) 
none none Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
unknown unknown 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
aise We arhnsent _ £ofs((vedigvesoeor aif yrvien) 
nknoym ninown none prin eld ate Hospital records 


18. CAUSE OF DEATH [Enter anly one cause per line for (a), (b). ond {2)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


i » IMMEDIATE CAUSE (o.__ Bi -latera unonia days 
7 ‘ DUE TO more than 
Conditions, if ony, which Heart failure due to generalized arteriosclerosi 


gove tise to immediate 
cause {0}, stoting the under. { UE TO 


lying couse lost. (e) 


a Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
= 
$|_Psychosis with mental deficiency ves] No} 
= | 200. ACCIDENT WAS UNDERLYING O 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part ! or Port I! of item 18.) 
& [OR CONTRIBUTING [] CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) ed 
2 
——— eee ee 

& ]20c. TIME OF INJURY Month, oy. Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY IHome, form, | 20F. (City or town) (County} (State) 
ray Hour a.m, While Nat while factory, street, office bldg., etc.) | 
¥ Se eet 19 fot work [7] otswore=fS— -—---~ ' —— 

21. | certify that | attended the deceased from.__O7+ ei s8. 228) AG etOt eee eee ae de »? thot I last saw the deceased 


alive on__}jx22_ 59__, and that death occurred ot_1s05__M, from the causes and on the date stated abave. 


ADORESS (Street, city or town, state) DATE SIGNED 


Springfield State Hospital 4-22-59 


ACTUAL 
SIGNATURE. 


wuz Walter Knopp, M.D,  =—=——s—s—s “Sykesville 


‘2c. NAME OF 7 Rk TEMATORY 22d. LOCATION (City, town, of county} be 
MOVAL ity a j oar, 
$-29-59 | Nie-(elilal ¢ eli. Fr 


OR'S SIGNATURE ADDRESS 7 9 | 24a. REC'D BY REGISTRAR 24b. REGISTRAR'S SIGNATURE 
Bean Lip c22 Lhe, 7. \omt APR 2 8°59 Cuithun £ Gonna 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 
" CERTIFICATE OF DEATH 4187 


== 


i ees Reg. Dist. No. 
> 3 = F 4 we ey aca 2. Sea ce (Where deceased tived. If institution: Residence before admission) 
eo ASG Fi) %. °. b, COUNTY 
gs Carroll Waka Maryland Baltinore 
£ BS b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest lown) / 
g 54 RURAL ond give nearest town) i 
apes neve Dyas Baltimore PV Ol-ie 
2. 1S RESIDENCE 
ig d. OF INSTITUTION (IF not in hospitol. give street oddress) d. STREET ADDRESS: « ON PARA? 
Springfield State Hospital 1123 N, Eutaw Street MIEN | 
3. NAME OF Fi ide i 
DECEASED. irat Middle lost 4 pene Month: Day Year 
{Type ar print) Anna Louise Schepler |_P&™ April Pa Spee 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] 'F UNDER 24 HRS. 
fost bigthday) Min, 
Me White _|wroweogy —_ovorceof] | June 28, 1889 69 yn 
100. USUAL OCCUPATION, (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. SET (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of warking life, even if retired) 


Housewife 


13. FATHER'S NAME 


Maryland _ 


14. MOTHER'S MAIDEN NAME 


Charles Edward Hitchcock Kate Bartol 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. i INFORMANT Address 


(Yes, 16, oF unknowns (tt yes, give war or doles of service) 
meager 7 ; Springfield State Hospital Record 


UeSehe 


ficate be executed within 24 haurs 


No - = 4 
19. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c}.] 


= 
INTERVAL BETWEEN 
ONSET AND DEATH 


un 
PART DEAT ES At couse jo_Bronchopneumonia Days __ 
_é DUE TO 
Conditions, if ony, which w, Arteriosclerotic cardiovascular disease Years 
gove tise to immediote Dura * 


couse (0), stoting the ynder- 
lying couse fost. ©. 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a)]19. WAS AUTOPSY 


CONTRIBUTING TO D 
Chronic brain syndrome associated with circulatory disturbance, with | Omer 
fa LOS nth nsycho on yes) No 
200. ACCIDENT WAS. TAetiies Qa ‘20b. DESCRIBE HOW INJURY OF CURRED. (Enter noture Ri injury in Port | or Port {I of item 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF ESTHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120F. (City oF town) {County) (State) 
Boe sara While Not while foctory, street, affice bldg., se) 
p.m. fot work (J at work [J 


21. t certify that | attended the deceased from.. November. 8, 19.58., Te Jiheie., 1959 that | last saw the deceased 


alive on_.- Apres 17,2. - Py p 25 ee and that death accurred at.1.%OQ0/M, fram the causes and on the date stated abave. 
VA ADDRESS (Street, city or town, state} OATE SIGNED 


ee ee RS Oe te oe L/rt/s9. 
Kaatime,__Konstantin Weber, M, Sykesville, Maryland 


220. ial Wb. DATE THEREOF ‘Mc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, of county) (Stote) 
specify 4 
epsiendset Cemeter Baltimore Maryland 
DIRECTOR: 2do. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
vs Als. Eee care APR 2.1 '59 ikon §. Wana 
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ENDING PHYSICIAN: The law requires that the death certi 


he hospital ar attending physician. 


ACTUAL 
SIGNATURI 


Alt 
i ital ¢ : 
page 3 should be detoch d for use as the burial: 


TO HOSPITAL O! 
may be reta 
TO FUNERAL 


T 


fter death: Page 4 
funeral director, 
wld be filed with 


6 


Ged 1 ond 2 


filled in by’ 


‘ate be executed within 24 haurs 
i 


Then please remove carbon p: 


: The law requires that the death cer 


|, cremation, or removal, and in any event within 72 hours after deo! 


R: After this certificate has been signed by the attending physician and comp! 


he haspitol ar attending physician. 
be detached far use as the burial-transit permit. 


rs 


the registrar prior ta buri 


page 3 shaul 


may be retai 


TO HOSPITAL OR ATTENDING PHYSICIAN 
tl 
TO FUNERAL 


VS AI5 (4) 
15M 975: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
£198 CERTIFICATE OF DEATH 


04188 


Reg. Dist. No. 
— J 
FF ee OF etait + eee RESIDENCE (Where deceased lived. If inslitution: Residence before admission) 
be b. 
‘Carroll manriano || ° Weryland WasHington 
b, CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town} De,’ Nj 
ae < ‘ 2yrelmoeSda. i 


d. NAME OF HOSPITAL {iF aa in hospital, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
pringfield a tas naan he Washington County Home ves 1 NODE 
3. Been sb. Fiest Middle lost 4. Lis Month Day Yeor 
{Type or print) Benjamin Ernest Shirk ea 
5. SEX 6. COLOR OR RACE } 7. B. DATE OF BIRTH 9. AGE {In Te 
MARRIEO [_] NEVER MARRIED [[] nA lin gess rae 
Male White WIDOWED [%] olvorceo [J 10-28-75 ys. 
Wa. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
eacher none Marylend USA 
33. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
unknown uninown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]t7. INFORMANT Address 


(Vex, 09, oF unknown (1 yes, give wor or dotes of service! 


eT Abygre™ 


oO NO 


nkno unknown 170-12-3056 i ospital Records 
18. CAUSE OF DEATH [Enter anly one couse per line far (a), (b). and (c).) bye ag BETWEEN. 
PART |, DEATH WAS CAUSED BY: a 
Henne er,  Bi-lateral Pneumonia 
90 DUE To 
7 
(by 
te 
Yoting the ynder- ere 
lying couse lost. ic) 
Zz fe} FI TIONS, RIBUTING Tt EATH BUT NO! T E TERMINAL DISE. GIVEN | owt ail. ee eeu 
2] Chréao Beaty —— Soceree ith ars ta Thane SP Metabe oLisn, g btowt eRe 
S Sa h a 
= Wa. ACCIDENT WAS. UNGER ING oO 706, DESCRIBE Foie INJURY SECUREED. (Enfec aa of injury in Port 7 car Part $f 2H ‘tem iy 
& OR CONTRIBUTING O] CAUSE OF DEATH 
U [UF EITHER, NOTIFY MEDICAL EXAMINER) | ==-=eeenme 
2 
G [20c. TIME OF INJURY Manth, Doy. Yeor | 20d. INJURY OCCURRED (County) (State) 
a Hour a.m. While 4 whil 
3 oe SS 9 ruoeryp eee Ly 
21.4 certify that | attended the deceased from.__] 20) 2---..___. F 19.56. to___y. eee Om 1959..,that | last saw the deceased 


alive on_. 19 


= an) 
SGNATUR ey alts, 


MHISICAN'S = Walter Knopp, M,De 


_.-, and that death accurred at_6s15__ 


, fram the causes and an the date stated abave. 
ADORESS (Street, 


mo. _Springfield State Hospital 


city er town, stote) DATE SIGNED 


Le. Maran. on... nncneeneeneneenss 


Ro. (ction REMATION, | 22b. iia A 1d. LOCATION fCity, town. or a8 {Stote} 
= PA, p, | 
CL . 


ar Ld 


i346. REC'D 8Y REGISTRAR 
ae 


2ab. inci R'S SIGNATORE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 g ‘ 
4198 CERTIFICATE OF DEATH 04189 


A reall 
with 
IN 


‘a Reg. Dist. No. 

& 2 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 

& £2 BICQUNTY Carroll marvano |} °F Maryland b.counY Caproll 

ES 3 ri ff b. aes ly (If outside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

g Fn eae oe 

3 yee rural Westminster| 7 years || y rural Westminster 

Pe ne a. Pree sale {tf nat in hospital, give street address) .d. STREET ADDRESS e. bse 4 
Si x RS Warfieldsburg / R55 Warfieldsburg Ye eet 
5 ey Race hees First Middle Lost 4 ia Month Doy Yeor 
3 (Type or print) Howard Newton Shockey bare §=April 21 109 
e 9. AGE (In years [IF UNDER | YEAR] IF UNDER 24 HRS, 


Min. 


5. SEX 6. COLOR OR RACE 17. marRieD [] NEVER MARRIED B. DATE OF BIRTH 
vecus®,avenea] [Maren 22, 1870 |” “By [fmm Sr | or 
10a. Areal Catnip Shay Nal oo 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
evired” Barber Barber Shop Ohio USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
unknown 
no oe e+ @ 12428+70 Paul Shocke R 5 Westminster, Mde 


Then please remove carban papers. 


1B. CAUSE OF DEATH [Enter only one couse per line for (9). (b). ond, (c}-J 4 ~ INTERVAL BETWEEN 
PART {, DEATH WAS CAUSED BY: ( whet Le ee a ae aia ONSET AND DEATH 
IMMEDIATE CAUSE (o] neta : x re 
LY DUE TO = Chuva ‘ q 
/ F : ae 
< Conditions, if ony, which & Bile pean vleCs Diignwenitie, ° 
E gov to immediote DUE To \ 


co¥se (0), stoting the under- 
lying couse lost. ( 


ond in any event within 72 haurs after death. 


ope 


108 been signed by the ottending physicion and completely filled in by | 


NDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours of 


6 
3 4 5 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Na}]19, WAS AUTOPSY 
i. Q a ee ET PERFORMED? 
< ONE yes} NO 
aso & 
Poas = [200. ACCIDENT WAS UNDERLYING C} | 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port I of item 18.) 
ies |S |incmmrunrnsee ounce 
¢ ° Vv ai 
2 . 
SESE Ri 20c. TIME OF INJURY Month, Doy. Year |20d. INJURY OCCURRED _|20e. PLACE OF INJURY |Home, form, | 20f. (Cily or fawn) (County) (State 
5.2% es a Hour o. m. While Noi.aiitel foctoty, street, office bldg., etc.) | 
=i" 3 p.m. 19 lot work [J ot work [J ' 
eyes yi < , = 
= = 3s 21. | certify that | attended the deceased fram. LZS- =; 19.5_-2.,that | last saw the deceased 
is. ra % S alive on. 27 9 7, eee , and that death occurred at__Z ALM, fram the causes and an the date stated abave. 
E Bo we y A ADDRESS (Street, city of town, stole) _/ DATE SIGNED 
eee se Ste LO — C Qeerees 0 LOGE. Plem Au 
O25 =e sh ee 
23425 NAME ation ie. ‘tomate M. D. 1o3 E. Main St. Westminster, Md. 
ee eae = he a 
BSYOS 70. BURIAL, CREMATION, | 22b. DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) Store] 
Qe5 5° REMOVAL (Specify (Stote) 
oD 
Beaks ewOVEL | 4421659 I.0.0.F Cemeter New Haven Indiana 
ror 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2da, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
ysals.a) John R. Byers Westminster, Maryland pare APR 2 2°59 Onthin & Baur 


e : MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


A! 04190 


ow 


_ eX. 4200 CERTIFICATE OF DEATH entre 
s 33 / o» Tioptace or peata 2. USUAL RESIDENCE (Where deceased lived. If institution, Residence before admission) 
é 2 3 i 0. COUNTY Carroll ee 0. STATE Marylan b. COUNTY 
3s soa 
£ °° 8 b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN tb. ¢. CITY OR TOWN [IF outside corporate limits, write RURAL ond give nearest town) 
g 3 RURAL ond give neores! town! Balti - | 
> $2 e on 91 days jaltimore cm { 
ye wes 4. NAME OF HOSPITAL (IFnot in hospital, give street addres} d. STREET ADDRESS 1S RESIDENCE 
et SO el enryton State Hospital 1012 N. Gilmore Street Yes C] No CE 
A 
8 ce sr) 
2 £6 3. NAME OF First Middle Lost 4. DATE Month De. Yeor. 
Oe DECEASED A OF ; . 
I 23 (Type or print) Eugene Simpson DEATH April 19 19 59 
= Ble 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE In gon eee Dae IF UNDER 24 HRS. 
© + irthday | a 
sy Male Negro wivowep [J pivorcen(] | September 13, 190 Sigil ger Ps 
EB 100. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
u ig 
8b during most of working life, even if retired) 


Unemployed North Carolina 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Mark Simpson | Nealy Battey 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY 2: INFORMANT Address 


U.S. A. 


Mera tes ae pee Provident Hospital Record 


18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), ond (e).] 


= 
INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon, 


the registror priar ta burial, crematian, ar removal, and in any event within 72 hours after 4 


PART I. DEATH WAS CAUSED BY: 5 2 
: * Wes causaar, Cardiovascular accident 
DUE TO 


Conditions, if ony, which hy Syphilis and extensives suppurating bed sores 


aca ii to Piasac Buare 
couse (0), stoting the under: A > 
lying couse ie e Far advanced bilateral pulmonary tuberculogis 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTORSY 
eres yes(] No(] 


20a. ACCIDENT WAS_UNDERLYING Cj 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 18.) 
OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, farm, | 20f. (City or tawn) {County) (Store) 
Hour 0. m. While Not while foctory, street, office bldg., ete.) ! 
pm. 19 lot work [J ot work [J : 


MEDICAL CERTIFICATION 


IR: After this certificate has been signed by the attending physician ond 


he hospital or attending physician. 


21. | certify that | attended the deceased fromanuary 6 2 19s ___, 19.22 that | lost saw the deceased 
alive on AD: , fram the causes and on the date stated above. 
= DDRESS (Street, city or tawn, stote} DATE SIGNED 
r Henryton, Maryland 4-19-59 


page 3 should be detached far use as the burial-transit permit. 


3 

$3 || |etaswes Magers M. Maculans, M.D. | Henryton State Hospital, Henryton, Md. 
& 3 ‘20. BURIAL, CREMATION, ‘@b. DATE HEREOF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State) 

7 wide =! 

2 


ha. REC'D BY REGISTRAR ‘Uab. REGISTRARS SIGNATURE 


pate APR 2 0 '59 Cnihun £ Mae 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed with 


e 


CTOR'S ey h 


AY 


a 
> 
2a 


bars 


Ao’ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 044 9 i 
ey 4201 CERTIFICATE OF DEATH 


Reg. Dist. No. 


ne -£ —== 
8 = 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
° ©. COUNTY STATE 
2 ik i Carroll maryiano || * D. C. b. COUNTY 
£ ° a aA b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib cc. CITY OR TOWN (If outside corporote limits, write RURAL ond oe nearest town) 
3 62 ™ RURAL ond own neores! town} Washi t ny, 
2 52 Mt, Airy 3 days ashington ily, 3 ¥ 
7 e - d. RG TAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e ‘eee 
eS x Route #3 6707 14th St., N.W. ¥ES L] NOR] 
3 2 
2 $ 5 3. NAME OF First Middle lost 4. Dare Month Day Yeor 
& 25 (Type or print) JEFFERSON PAUL SMITH DEATH APRIL 2 19 59 
£ =o 5. SEX 6. COLOR OR RACE |7. MARRIED gs] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. isi If UNDER 1 YEAR] IF UNDER 24 HRS. 
irthdoy] ; 
A MALE WHITE wiooweo (] ~—soovorceo (] [2/23/03 56 ~ 
Z 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


10a. USUAL OCCUPATION (Give kind of work | 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


Superintendent of Press Room Newspaper Mt, Airy, Maryland 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


David W, Smith Alice V. Day 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Mg | Mm eremerersem cree) 5789767116 |Mrs, Emma A. Smith, 6707 14th St., N.W. 


18, CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond {c}. we : B RERVAL BETWEEN 


U.S.A. 


Then pleose remove carbon(p 


ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE 0 epee lal cipal 
ae 74 DUE TO 


Conditions, if ony. which () 
Qove rise to immediote 


21. | certify that | oltended the deceased from,_a@exAeentty, SE, 10.22 Zertisee \9.EZ that | lost saw the deceased 
olive on___2. 7 Aura, wWeZ_, and that death dccurred of. 2. ZSM, from the causes and an the date stoted above. 


R: After this certificate hos been signed by the attending physician and ample 


poge 3 shauld be detached far use as the burial-transit permit. 


i DUE TO 5 , 
couse (0), stoting the under: é - 

g lying couse lost. © LeaZnwcgnglt ta. 5. ‘ 
= é Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. SASIEETCENY 
ES = 
a & OE ADLER. Car ye yes] no] 
2 = | 200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
= & | OR CONTRIBUTING L] CAUSE OF DEATH 
2 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & ]20c. TIME OF INJURY Month, Doy. Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, T 20F. (City or town) (Count: {Stote] 

yg i Y) ) 
5 5 Heer 6, While Not while foctory. street, office bldg.. etc.) | 
os 3 p.m. vw jot work [[] ot work [_] H 
3 
oe 
e 
= 


the registrar prior ta burial, cremation, or remaval, and in any event within 72 hours ofter di 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed with’ 


a ADDRESS (Steel, city oF town, re DATE SIGNED 
rr ACTUAL ae Z ; 

“ SIGNATURI Ce. 

a mivsicians Seruch T, Kimble 

o< NAME (Type) 

£3 ‘Wo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY ‘%2d. LOCATION {City town, or county) (Stote) 

32 BURTHE Pe [4/6/59 PINE GROVE CEMETERY . AIRY, MARYLAND 

2 RAL ID IRESTOR' Do Ni f! ay, NC. ADDRESS: 2do. REC'D BY REGISTRAR ‘2db. REGISTRAR'S SIGNATURE 

sane! Mitel Ld. ar hea,.__SUNER SPRING, MD. _longpp 6_'59_|_ Cota £ ma 


1 Ttem 20 Film -MARYLAND,STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


' 0419; 
Rt avis 20 " icon EXAMINER'S CERTIFICATE OF DEATH i 2 


HEALTH EFT. 1, PLACE OF DEATH 7, USUAL RESIDENCE (Where deceoted lived. If insfilutian: Residence belore odmission) 
col 
°. manta ESTATE b. COUNTY Giek 


Bb. CITY OR TOWN (it outside corporte mis, mite RURAL ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give neare:! town) 
‘ond give nearet! town} 


Rural Taneytown x Keymar 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospilol, give street address) | d. STREET ADDRESS Ae RESIDENCE 


NA FARM? 
Route #1 


Page 


‘ory, please 


Jor. 


be 


Pour tiles. 


File pages 1 and 2 with the State Bodrd af Health, 


a4 removal, and in ony event within 72 hours after death. 


YES sf * Not] 
. NAME OF First Middle Lost 4 DATE Pa eer 


eal Clifford Leroy Stansbury veke J ae ae 


5. SEX 6. COLOR OR RACE |7. MARRIED (7 NEVER MARRIED gj] 8. OATE OF BIRTH 9 Bee be? 
leat birder 


Male  |White — |wooweM —_oworctoO | August 12,1938 | 20m 


100. USUAL OCCUPATION, Hee kind of work a8 KIND OF BUSINESS OR “iee V1. BIRTHPLACE (Slate or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working lite, even if retired) 
Pinte PS os “ee 


13. FATHER’S NAME | ae a MAIDEN NAME 


William J, Stansb a aoa 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. tomintt Address 


Tew ne, er unknown) {It yes, give war or dotes et service) 
no | William J. Stansbury, Keymar., Md. R #1. 


18. CAUSE OF DEATH [Enter only one cove line tor a {b), and (c). ' Ad INTERAC get etn 


PART |. DEATH WAS CAUSED BY: _ 
IMMEDIATE CAUSE (a) Tobe ee Mutt 5 hale fr ecto » aS 
QUE TO 


. if ony, which (b) 
@ 10 immediate couse 

{o), toting the undertying( CUE TO 

couse fost. (e). 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(q]|19. WAS AUTOPSY _ 
ae. a PERI 
yes (] 


{€ any deloy is 


pencil in Item, 18. Give Pages 1, 2, and 3 to the funerol 
er’s Office along with form PM3. Page 5 may be retained / 


tA 
as o burial-transit permit. 


FORMED? 


NO Ee 


‘200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part | ar Part Il of item 18.) 
PRIMARY CJ or CONTRIBUTING Qo . 
CAUSE OF DEATH. Motorcycle accident 


0c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED. [20c. PLACE OF INJURY (Home, farm, 1204. (City or town) ~ (County) (Storey 
factary, sIreel, office bidg., etc.) it 
Hi Whil Not whil heels 
AEYS Se = 20 1 SA wok f] ower | Place of Weaer i Taneytown Carroll Md. 
21. H certify thot | took chorge of the remoins described obove, held an Autopsy [_], Inspection], Inquiry ond in my 


Ngture! couses (]. Accident AL Suicide [], Homicide [], Undetermined monner [] 


MEDICAL CERTIFICATION 


é 
$ 
2 

7 
3 

3 
5 

n 
£ 
= 
- 

3 
3 
5 
2 
g 
& 
2 
: 
o 
ca 
2 
& 
5 
$ 
z 
a 
c 
= 
= 
< 
bad 
ES 


te, writing the word “pending” i 
rded ta the Chief Medical Exomi 


Cd 
TO FUNERAL DIRECTOR: Poge 3 shauld be us 


DATE SIGNED 


) 
AY Mp, CHIEF MEDICAL EXAMINER [) 
ASSISTANT MEDICAL EXAMINER (7) 
a tho <7 
DEPUTY MEDICAL oe 
Tio. BURIAL, CREMATION, | 22b. OATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City. town, or county) SS ote) 
REMOVAL (Specify) 


IRECTOR'S SIGNATURE” ‘ADDRESS Zao. REC'D BY REGISTRAR | 2ab, re — <=. 
PIP YEN cd / oa ne 
0.Fus¢ & ut Taneytown, Maryland pate APR 2 2 59 Cnkhat ke Masa 


or its designated agent, prior to burial, cref 


TO DEPUTY MED! 
execute the ¢: 
4 should be fd 


< 
a 
> 
nareg 
* 


1 hs 0 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 liye 
L 4203 CERTIFICATE OF DEATH O4193 


Reg. Dist. No. 


~ °2.— a 
s 3 Fg \ [1 PAGE OF DEATH 2, USUAL RESIDENCE (Where deceased live. If inufiution: Residence before edmision) 
8 4 °. T °. b. COUNTY 
© £8 ~ Carroll eats Maryland 
>= / 
£ Be vA b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (IF ovttide corporote limits, write RURAL ond give nearest town) ; 
Zs s URAL ond give nearest town) “d 
3 Ex ykesville lunos. 26days: Baltimore 2h ; 
x ey d. Ste See (If not in hospitol. give street oddress) d, STREET ADDRESS e. Lop ghee 
: CE: Springfield State Hospital 437_N. Bouldin St, ves £1 NO GE 
Be Ee i iddl le 4. DATE M Y 
= 3 i BeCEASED. j Charles Albert Stengel | DEATH April 6. i 1959 
a £6 (Type or print] 
=o 
pee 2 5. SEX 6 COLOR OR RACE |7. MARRIED [IE NEVER MARRIED [-] |8. DATE OF BIRTH 9 AGE (In years [I espe ieee IF UNDER ee HRS. 
= ionths 
Pye Male White |woowenQ _pvorceo) | September 12,18 68 a e 
2 € = 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 88s I a0 ef eae even if retired) 
op ee a et maker ~ 
is 5 4 s 13. FATHER’S NAME (4. MOTHER'S MAIDEN NAME 
£5m 
2 gos Charles Stengel Unknown 
= 533 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
aS se ry Wer noo wm {ll yes, ge wor oF dates of service) | 
nue tn = -)5-/779\_Springfield Hospital Records 
2 
$ 1g 3 2 18. CAUSE OF DEATH [Enter only one couse per line for {9}, (b), ond (e-) ANTERV AINE EY 
ot abe PART |. DEATH ict orus oy Metastatic carcinoma of lug 
Ped 0 
£ oft 
rc DUE TO 
o o 
= 3. > Conditions, if ony, which tb} 
2 gés gove rite to immediote (| tg 
3 Pe ties {o). ais the under: 
Feta y lying couse lost. (c). 
28e2s aT 
ero eMon 4 Pagt Hl. OTHER SIGNIFICANT CO} TONS CQNTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
zc) HA Eg 6 2 wees opgsoc. with iither “diseases ‘or unknown or uncerta: cause with VED) NOB 
2gaoc9 UP ry 
Fotss = [700. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INIURY OCCURRED. (Enter nature of injury in Port | or Port fl af item 1B.) 
= Soec i OR CONTRIBUTING CAUSE OF DEATH 
age 2 + (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Z ets % [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, Ce T20F. (City or town) (County) (Stote) 
a ies U i a Whit Neri foctory, reat, office bldg., etc.) ! 
Boze 2 es ae 19) Ehwerk DL or work H 
= oo 
es $25 21, | certify thot t attended the deceased from November 20, 1958 _, to Apral 16, 1989_.,that | last saw the deceased 
Z¢lues 
os “is alive on April 16, te Se y 19 ae and that death accurred ot 112 04m, from the causes and on the date stated above. 
Ee 283 2 is fe V4 ADDRESS (Street, city or town, stote) DATE SIGNED 
“@:: scvuat Lil lawef Springfield Hospital 4/16/8 
Ps gs SIGNATU a ser IND! SES EE Se ORR RE be ee ‘16/59. 
Ofapa ae V 
Zeu2s PHYSICKAN'S 4 
Seg2e / Name (type_// Agustin delCampo, M.D.‘ Sykesville, Maryland... 
a3 Fd ee Mo. BURIAL CREMATION, 2b. DATE THEREOF ac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote} 
© i 
272 Be ‘Subrsy | 4/20/59 Holy Redeemer Cemetery Baltimore, Maryland 
ee 73, FUNERAL WcTORs SIGNAY fran-3000 FLOORS. TEimore Ste | 20. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
wes! Jon : : . pate APR 2 0 '59 Cnikun £ haus 


The law requires that the death certificate be executed wi 


INDING PHYSICIAN. 


o: 


thin 24 hours 6: death: Page 4 


1: After this certificate has been signed by the attending physician and cpmpletely filled in by 


page 3 should be detached for use as the burial-transit permit. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Q4 
)__ 420% __ CERTIFICATE OF DEATH wine?! 


ml 


DECEASED gm gil 4. DATE 4? peeks Yeor 
(Type or print) wy ASLAL 2 cae ZT Se rok 


VEL a Be q F- 
ft mT Ex EVER MARRIES) 8. DAT! Y aan ae i am TYEAR| IF UNDER 24 HRS. 
a Mi 
wipowsd [} DIVORCED [] hg ae in, 
SUAL OCCUPATION (Give kind af work dane] 1b. KIND OF BUSINESS OR INDUSTRY bs Lape State or for cata 12. dy OF W/ COUNTRY? 


ce 
af | (Wher Aleceased lived. If institution/ Retidence befare odmissién) 
g b. counry [ “9 
os - Maca 4 ates 
H g 9 de corporote limit; pe RURAL and give nearest town) 
> = CA Lind a kd 
2 ‘d. NAME OF Rone o = 5 ae give street address) (8. STREET ADDRESS 5 © 1S RESIDENCE 
i QR INSTITUTION P et / a Li -—- JE ae ON A FARM? 
~ = 
: / ie ves “No 
5 3. NAME OF Te i e 
3 
2 


Pee most of “hey life, even if fisiined) 


© 
2 s 713. FATHER: > ane, A) OTHER’ ty MAIDEN NAR 

Bs sy) ~ 

ge aes oe rome P 

83 15. WAS DECEASED EVER IN U. S. sl ad Addjess 7 7 Wf 
Ee Wet, no, lo 0577 nO ym, give wor oF dates of vervice) ' yA b 

38 ee 0 bao 4 y “At CUGA LG F 

2 Zn avhy Why (o Mint raheale be, 
Bs 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), and (c}. 3] _ INTERVAL BETWEG! 

a PART 1. DEATH WAS CAUSED 8Y: ] J v eo no a 

$ , IMMEDIATE CAUSE {o! Ayo Ey, = lat nna" Mla 3 

= Y of DUE TO ( 


if any, which tb} 


gove rise to immediote 
couse (0), stoting the under. DUE TO 


lying couse lost. ce 
Parr It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) |19. PURE AUTOPSY 


MED? 
yes] No] 

200, ACCIDENT WAS UNDERLYING C]__/20b. DESCRIBE HOW INIURY OCCURRED. (Enter nature af injury in Part Var Part Il af item 18.) 

‘OR CONTRIBUTING L] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, th Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Hame, farm. | 20F. (City or town) (County) {Stote) 

Hour on. While Not ile foctory, street, office bldg., oN ‘ 
p.m. jot work [] ot wark 


21. | certify thot F attended the decid from__. Yana, _..., WAL, week #7, 19.5% that | lost saw the deceased 
alive on &®Y SF, ag that death occurred oh zap aM, from the causes and on the date stated above. 


eG eek Maasabiatin, Md. eo on 


MEDICAL CERTIFICATION 


e hospitol or attending physician. 


the registrar prior to burial, crematian, ar remaval, and in ony event wi 


4 oe rm 

2 $6 ! PHYSICIAN'S W_H F, 

S23 NAME (Type O4rd av 

Pad | 225 BURIAL, Cr MATION, | 226. DATE THEREO Z| 29,AQCATION (Gy, tounjor count) 7 (Stale)? ty, or court afe) > 

~S "EMO p 

ot. KICK lof 207 Lat es 

Le glad ey, easy a sours} ae * 
‘Vs ANS (4) i lA s 7 london 23 
Yeu 9735 \ F | ox 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 g = 
4205 CERTIFICATE OF DEATH Q4195 


Reg. Dist. No. 


ad 


x; : 
S 2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decenred fived. If institution, Residence before odminsion) 
= 3 as ie A K R Let MARYLAND Fs a b. COUNTY 
< 3 b. ky eee (lf erp corporote limits, write | ¢. LENGTH OF STAY IN Ib ©. CITY OR aes {If outside corporote limits, write RURAL end give nearest town} 7 
3 ond give agarest tow 
$3 RESVICLE Husa _leken| BACLT Neer & 2Ve i 
26: d. wi es HOSPITAL (if nat in hespitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
yA INSTITUTE — ON A FARM? 
; LS spATHERIBLD STATE tHoceiTAe Cee. oc ver sTRe Sg eo 
3.N First Middle Lost 4. DATE “Y Oa; Year 
DECEASED a OF G 2 
(Type or print) RANK BAKE & TAWNEY | DEATH ws? 


9. AGE {in yeors “i UNDER 1 =! IF UNDER 24 H&S. 


oes 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [7] | 8. DATE OF BIRTH ; i 
as Y) | Manthi 
U lw wow PT} pivorceo [J The ae SF. 54 on) [Menthe] Days | Hours | Min, 


100. ane mo ah et — hind “ah ede done] 10b. KIND OF BUSINESS OR INDUSTRY } 11. BIRTHPLACE mh J ‘or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Wingert oe pI tA 

STATIONARY ENGINEKR Anez bas ¥ Ede. ITA. U+LA 

13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


WiLlsAH TAWNEY RATE 


15, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17, INFORMANT 


Address 
a ul eS ae ae 212 -O7 - 620 Vr. KLARTSCH 0 SPRINGFIELD FKresP 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b). and (c).} 
ra OOM UES WSS, CEREPAL VASCULAR ACCIDENT 


i. DUE TO 


Cofsitions: 4 ony, which w 77YPERTENSIVE CARDIO VAGSCLAR DISEA 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon papers. Pages | and 2 Shauld be filed with 


, cremation, ar remavol, and in any event wi ei after death. 
Cl 


After this certificate has been signed by the attending physician and campletely filled in by 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs 


E gove rise to immediate 
Bb couse (0), stoting the under. (PVE TO 
ce fying couse lost, @ 
236 ra Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
> Ms e 
2 
ae 3 CEREBRAL ARTERIOSCLER O6rs ves] N 
Po © [200. ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
es & ] OR CONTRIBUTING [) CAUSE OF DEATH 
ees © | QF EITHER, NOTIFY MEDICAL EXAMINER) 
s i 
Océ & [2ve. re OF INIURY “Month, Doy, Year |20d. INJURY OCCURRED ]206. PLACE OF | Iperiey (rns) ei {City oF town) {County) (State) 
6.8 Fay jour 0. m. Whit Not whil joclory, street, affice bidg., e 
sE3 3 bin, 19 lol work [J of work 
a 
nate. 3 J s os 
= 35 21. | certify that | attended the deceased fram_ En S. 19nd . Higbee = aati ad , 19E"Tthat | last saw the deceased 
2 3 2 
ee 8 3 alive an_ ag ee fram the causes and an the date stated above. 
=5 55 ADDRESS (Street, city or town, stote) DATE SIGNED 
@:: Stee Veen ST uo, SPRINGC FIELD STATE FOOSP STAC 
faze 
S625 PHYSICIAN 
gaze! | inom vee  WKLAATSCH Cy KES Vicce 
4 SR scat HA fiir eB SIRE EA il! ed es 
SY °°: lo. BURIAL, CREMATION, | 22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 7d. LOCATION ‘ay. Town, or county) {Stote) 
e225 Lidia (Specify) =} WA 3 = Awe oe . e.: 
eo es LIF TIPO E  ClhinnuTéy BALTIU27OL. S77 ALY e 
4 f s do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS ALS (4) 
Va'9735" DATAPR 159 athe ff 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 OF 
£206 CERTIFICATE OF DEATH 4196 


Reg. Dist. No. 


al 


= = 
S % 1 ree eal ol 2 Res ape ee (Where deceased lived. If institution: Residence before odmission) 
o ¢ °. *. b. COUNTY 
ss Carroll ein) Maryland St. Mary's Co. 
oS x) i b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL and give neorest town) v 
Q oI RURAL ond give nearest flown) 43 0: ak’ ) 
ae Henryton ley 1&2 
2: @. NAME OF HOSPITAL (IF not in hoxpitel. give street oddrest) d. STREET ADDRESS «. 15 RESIDENCE 
° a] IN A FARM’ 
. enryton State Hospital none ves @] NOC] 
3. NAME OF 0. 
. First Middle lost 4. DATE Month Doy Year 
DECEASED oF 
(Type or print) John Albert Thomas DEATH April 10, 109 


3. SEX 6. COLOR OR RACE |7. MARRIED [RJ NEVER MARRIED ["} | 8 OATE OF BIRTH 9. AGE (i yeon IF UNDER 1 VEAR]IF UNDER 24 > 
lost birthdoy) | Months! Do Hi Mi 
Male Negro |winoweop) —vorceo) | May 31, 1897 BA, [More] Dos | Hours 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Then please remave carbon papers. Pages | and 2 haould be filed with 


ie 2 ° 
= during most of working life, even if retired) 
3 Farmer Farm Hurry, Maryland U. Se Ae 
& 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
g Hilliary Thomas Annie Thomas Young 
2 15. WAS DECEASEO EVER IN U. S. ARMED FORCES? }16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes, no, or unknown) (Hye, give wor or dates of service) ’ 
g Yes War I None Rosanna Thomas-Oakley, St. Mary's Coe, Mde 
= 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (e).} ONSET A 
3 et OEATTMMEDIATE CAUSE, io. Cardiovascular insufficiency 
3 DUE TO 
2 Conditions, if ony, which w_Cerebrovascular accident 


gove rise to immediote oun 
{o). stoting the a 
ages fonts ae Moderately advanced pulmonary tuberculosis 


te has been signed by the attending physician and completely filled in by 


© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


< 
14 a] 
2 = ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)/ 19. pagel uc) 
s , 12 oe ae oe 
< g 15 yes] NOC} 
2 3 5 = ] 200. ACCIDENT WAS UNDERLYING (7 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 18.) 
& 4 & ] OR CONTRIBUTING () CAUSE OF DEATH 
S 2 3 ie © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Seve a ti Gee ae 
a5 6s & [20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stole) 
5.285 2 Rs Ea alah etree 4c foctory. sireet, office bidg., etc.) | 
3 = . € z p.m. 19 fot work [J of work [J ' 
el 
ee 
«eo 
= 3 DATE SIGNED 
ie ACTUAL 

2.5 SIGNATUR 4-10-59 
faz / 
368 PHYSICIAN'S 
said NAMe(yes) Hdgears M. Macu@ans, M. D. Henryton 
aes ype! By the 1 Bn Rated d 
S¥oR Ze. BURIAL. CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Tid, LOCATION/{City. town, or gounty) (Stote) 
aebe }OVAL (Specify) 7 i f 4 
Eo kt Z| aH tsts eA AQAA AVUAS A. 

er 23, FUNERAL opsctons sg NATURE ADDRESS Jao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
J f \ 
VS ANS (4) J / g 4 g ¢. 9 
15M 9/5! ‘ 0 t ALE Tl LAL Clg, A hae ~ Hedhore 4/10/59 Cathes £, Pian 


oll 


Ineral director, 


Pages t and 2 hed be filed with 


ed by the attending physician and campletely filled in by t 


it permit. Then please remave ca: 


apers. 


iba: 
oo 


t within 72 haurs oftér dea 


ign 


cian. 
-transil 


tificate has been si 


is cer! 


e haspital ar attending physi 


: After thi 


~ 
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oO 
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‘= 
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the registrar prior ta burial, crematian, ar removal, and in any even 


page 3 shauld be detached for use as the burial 


may be retained 


TO HOSPITAL OR 
TO FUNERAL DIRE! 


VS AIS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 4 19 » 
4207 CERTIFICATE OF DEATH ey 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


MARYLAND | A RY AAD Lp ‘a CPA B. ROLLA 


b. aM nee Rie (lt dpe corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town) 
ny 


Ni YEARS IXUN/ON JBRIPGE 


d. NAME OF oe ee (WF ne in haspitol, give street address) d. STREET ADDRESS e, IS RESIDENCE 
OR ty ON A FARM? 


i | BAH Ku RAs : ves [] No 


3. NAME 
beceaseD _ 


First Middle 4. (ald 


A UCHEL DEATH 


a 
6. COLOR OR RACE | 7. 6. DATE OF BIRTH 9. AGE (In 
MARRIED ETOEVER MARRIED [-] ro a moe | 


COE wiowen[] _owvorceo) LITLE 39 ~ LI@L. A is ys. 


(Type or print) 


during most of working life, <F if retired) 


100. USUAL OCCUPATION (Give kind of work ay KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) " CITIZEN OF WHAT COUNTRY? 


13. 


15. 


OWN [OME MARYLEWD 


FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


LLP 
iit ara [BECLY DUR Ost _ 


‘WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT A UK L- 


Vyas, ne, Wa AU yes, ve wor oF dates of vernce} NONE JOHN c oF zDD oe 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one couse p 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


, 
é / DUE T 
Conditions, if ony, which rs 


Gove rise 10 immediote 
couse (o}, sloting the under { OVE TO 
lying couse lost. te), 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ¥(0)]19. WASIADIONSY 
yes [] NO tb” 
20a. ACCIDENT WAS UNDERLYING ()__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Port |! of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, A 1 20F. (City oF town) (County) (Stote) 
Hour a. m, While Not while foctory, street, affice bldg., 
19 Jot work [] at work [J i 


oO 
21. L cer that | ottended wee wht from. a6, a a 2.9% ae, —---f----, 92> Jihat | last saw the deceased 
olive on. ~< ———- Ale. hat wel occurred ot. S?.- , from the causes ahd on the if stoted above. 


ADDRESS (Street, city or town, stote) Dart! baw. 4 
SIGNATURE de Wee. 4 


PHYSICIAN'S: 
NAME I sation i es Ly ee oe Oe Se ee 


BE 


(220. BURIAL. CRE Sens CREMATION, N26. DATET DATE THEY | Nae Or Gn on Z2c, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
EM LIS ry) 
BL OLIVE FEDERICA } L072 
ae 


Ni a DIR 'OR'S. IGLY TURE “ad 24a. “D BY REGISTRAR Jab. REGISTRAR'S SIGNATURE 
A a ee ye 
AY LTMAAZA WJ (A UAH L404 ZA 
a at? 


=i 


irector, 


ed with 


: Page 4 


Pneral di 


24 haurs +. 


filled in by tf 
1 and 2 should be 


in 


K, 


ficate be executed with 


72 hours ofter deat 


in 


that the death certi 


ires 


Istransit permit. Then please remave carbon pap. 
1, and in any event withi 


iT} 
ian. er remava 


The low requi 
hysician. 


ing pl 
After this certificate has been signed by the attending physician and compte! 


cS 
z 2 
Vv s 
25.82 
see58 
Ogres 
23852 
e2<e°0 
Ege 83 
3: 

oie 
eves 5 
Ofava 
aizais 
Eeses 
88D 
9.5 8- 
TTR Pe 
ao Foe 
- - 
VS A15 (4) 
1$M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4268 CERTIFICATE OF DEATH 


04198 


Reg, Dist. No, 


1, PLACE OF DEATH 2 USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admission 
a. 0. STATE b. COUNTY 
MARYLAND 
erro MM Maryland Carroll 
b. CITY OR TOWN {If outside corporote limits, write cc. LENGTH OF STAYIN Ib c. CITY OR TOWN ([f outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) “43 
R aneytown X___Rural__Taneytown 
Z. NAME OF HOSPITAL I not in hospital, give tweet addven) STREET ADDRESS ©. IS RESIDENCE 
OR INSTITUTION f ON A FARM? 
ves Gt NOD 
3. NAME OF First Middle Lost 4. DATE Month Ye 
DECEASED re : 4 OF re bey Me 
vere erat &. Valentine ee) Apr. 30 1959 
S. SEX $ COLOR OR RACE 7. MARRIED [-] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In yeon [UNDER YEAR IF UNDER 24 HRS, 
jst birthday] 
= WIDOWED. 7] DivoRcED [} &, é 


Wo. USUAL OCCUPATION ( 
during most of working lif 


12. CITIZEN OF WHAT COUNTRY: 


ive kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
fe, even if retired) 


arm Own farm arrol] County, Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 
este alentin ?.__Whitmore 
VS. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY ey INFORMANT Address 
{¥es. no. oF unknown), {If yes, give wor or dates of rervice) 
no none Md 


INTERVAL BETWEEN 


HM ori epee 


18. CAUSE OF DEATH [Enter only one couse line for (0). (b). and (c}-J 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o) 


oi DUE TO . 
Conditions, if ony, which eo eye lareu oh, Ymatovs Ne age! 2D Yrs. 2 
gove rise to immediote 


cause (0), stoting the under- ( OVE TO 
lying couse lost. a 


Parr Il. on) SIGNIFICANT CONDITIONS CONTRIBUTING TO DE BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}] 19. ek AUTOPSY 


7. ED? 
Z) Cu. ak C. AA tt ee ves) NOR 


200. ACCIDENT WAS UNDERLYING C206. DESCRIS# HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, 120" (City oF town) (County) (Stote) 
Hour a. m. While Not while foctory, street, office bldg., etc.) 
19 lot work [} ot work i 


21.0 a attended the deceased from__~/2Z© WHE to Ff So. , 1922f,that | last saw the deceased 


alive on. 7-1 and that death accurred at.f:_ 7 ©4¥ M, fram the causes and an the date stated abave 
DORESS (Street, city or tawn, stote) 


‘MEDICAL CERTIFICATION 


os ( Aas, if 


ACTUAL é 
SIGNATURE s ‘js V. 
J ? ? 
PHYSICIAN'S, M 
NAME (Type) pein eVYaug [\ eee 
‘220. BURIAL, CREMATION, | 2b. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, of county) (Stete) - 
REMOVAL eee 
Ma 2 Cemetery eysv aryland _ 


23. FUDIRI oy L DEAL DRECTOR 'S ay keeway oon 2éo. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


parMlAY 4 "59 Onthun £& Kiar 


Push 2 on an 


‘ariey, bel Maryland 


ml 


jeath. Page 4 


di 


tf 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i 
4209 CERTIFICATE OF DEATH Be. 19 4 


Pages 1 and 2 should be filed with 


after death. 


: Peni 2. sa 3 {Where deceased lived. If institution: Residence before admission) 
°. ©. SI 
Carroll MARYLAND Maryland 2 coe Howard 
b, CITY OR TOWN (If outside corporote limits, write c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) = 
Sykesville Syrs.6mos,l@days Rutkimexxn Jessup /3 y¥.. v 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d, STREET ADDRESS: e, IS RESIDENCE 
OR INSTITUTION ON A FARM? 
ringfield State Hospital Guilford Road yes [] No BO 
3. NAME OF Fi iddl 4. DATI 
BEC CASED ‘rst Middle Lost oe Ee 2 Month 38 Yeor 
(Type or print) Margaret Voorhees: | deatu April 28, 19 59 
S, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [3 | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 


Min, 


losbuthdoy) | Months 
yn 


Female White |woownf —oworceo] | April 25, 1870 


10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY !11, BIRTHPLACE (Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) a 
Maryland 


U.S.A. 
14, MOTHER'S MAIDEN NAME 


Unknown 11/247 vert 


INFORMANT Address 


13. FATHER'S NAME 


Ink,yewn 


1S. WAS DECEASED EVER IN.U. $. ARMED FORCES? |16, SOCIAL SECURITY NO. 


gned by the attending physician ond completely filled in by tHe funeral director, 
Then please remave carban papers. 


ransit permit. 


the registrar priar ta burial, crematian, ar remaval, and in any event withi 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


e haspital ar attending physician. 


IR: After this cer 


CTO! 


* 


E 
page 3 shauld be detached far use as the burial 


TO HOSPITAL OR, 
moy be retaine 
TO FUNERAL DIR! 


< 
& 
> 
a 
3 


Springfield Hospital Records: 


(Ver, 90. or unknown (UF yes, give wor or dates of service) 
No | = Lads 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}-] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


INTERVAL BETWEEN 
ONSET AND DEATH 


“dix DUE TO 

Conditions, if ony, which bo) 

gove rise to immediote 

couse (0), stoting the under- ( DUE TO 

lying couse lost. (ed 
Zz 

Past Il, OTHER SIGNIFICANT CONDITION' (TRIBUTI [O DEATH BUT NOT,RELATED TO THE TERMINAL DISEASE CONDIT GIVEN IN PART 1(0)!19. WAS AUTOPSY 

2} 
2] C.BSpasgoc.with circ.dist.,with cerebral arteriosclerosis with PERFORMED? 
8 reac ves E] No GE 
= 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
es OR CONTRIBUTING [ CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County} (Stote} 
a Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
= p.m. 19 fot work [] ot work i 


21. | certify 4! attended the deceased fram. -, 1927 that | last saw the deceased 


alive an PY: _M, fram the causes and on the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL 


ACTUAL op wo, Springfield State Hospital 1/28/59 


Namctwys, Edmund Lusthaus, M.D. 


220. BURIAL, CREMATION, | 22b, DATE THEREOF Tc, NAME OF CEMETERY OR CREMATORY ‘Wd. U TION fCity, towns Gr ) {Stote} 
ov tore | x sf ay : OE So 
Deicke, AZ -- LLALCDEA Cpl MCL ACHE EO) Ls GPs 

24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


23. oe R’S SIGNATUR! a Be. ; y 
aS a ae, ea ae 
NA ECE CE Z : sft aade 


y 


1 ‘MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4210 CERTIFICATE OF DEATH 


(4260 


ONSET AND DEATH 
Minutes 


1 So Fries n,_houte myocardial infarction 
yt DUE TO 


ne e Reg. Dist. No. 
& ie ( 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence befare admission) 
Sf aA: ©. COUNTY naan veaseal ©. STATE b. COUNTY 
ee arrolL maryland washington 
€ 3 ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) f 
© e 
3 52 4 , BéyrelOmo.lhda. Hagerstown B/a3. S. 
2 a . d. NAME OF HOSPITAL {if not in hospitcl, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
cy a j ‘OR INSTITUTION * 6 Be Bot St t ON A FARM? 
3 Springfield State Hospital 36 S. Potomac Stree ves (} No (} 
= 3 3. NAME OF First Middle Lost . Month Day Year 
- DECEASED OF 
25 (ype or print) Randolph J Walker 19 59 
é 5. SEX 6. COLOR OR RACE [7. MARRIED [J} NEVER MARRIED [-] | 8. DATE OF BIRTH 
Py Male White wipoweo [1] ovorceo[} | 2=21 -1889 
&e Oe. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 3 during most of working life, even if retired) i 4 
c8 Dentist unknown Florida U.S Ae 
& s 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
o= ie 
’ o Charles P. Walker Lucy Ge Hurd 
£ 3 1$. WAS DECEASED EVER IN U, $. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
ea Pex. 80 or unknown), {it yas, give wor or dates of service) fi , . 
of inknown unknown none Springfield State Hospital Records 
8 = 18. CAUSE OF DEATH [Enter only one couse per line far (a), {6}. ond {c)-] INTERVAL BETWEEN 
2 
oP 
=e 
o 
= 
oO 


: After this certificate has been signed by the attending physician and campletely filled in by’ 


NDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs 


= Conditions, if ony, which 
— gove cise to immediate 
S, couse (0), stoting the under. { DUE TO 
§ i lying couse lost. {c) 
Sg ra Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)]19. WAS AUTOPSY 
gots 2 4 j Es ee TG, PERFORMED? 
£55" Als Schizophrenia, hebephrenic type ves) NOC] 
eons = 200, ACCIDENT WAS UNDERLYING C]__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port Il of item 18.) 
tenis & | OR CONTRIBUTING L] CAUSE OF DEATH 
Bees & [CE EITHER, NOTIFY MEDICAL EXAMINER) — 
3 : os eS ee ee SE ee 
o58§ & [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} {County) (Stote) 
5.218 9. 6 Hour 0. m. While Not while Poctocy. Bogh cave eae E HET, 
5 f : g Sigishrs oh? lot work [] work [J = ‘ =e 
are iy 
H Vs , 19. 59that | fast saw the deceased 
2) 
Ze $3 olive an__ M, fram the causes and an the date stated above. 
t Zo ADDRESS (Street, city or town, stote) DATE SIGNED 
< < ACTUAL j i Spi -ly- 
@: 5 SIGNATURI Mo. _.... Springfield State Hospital ae st belh=59 
€ a 
soles / PHYSICIAN'S $ 
segee NAME (type)__Walter Knopp, M, Sykesville, Maryland 
= CO eee ae 
G38 s ee 720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) {Slote} 
Oe3-85 ge oe Specify) = ” ay a > : 
o fo k= sieht L, : U) moe, Ni» fe ee Dns ie, 
= + 23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
v 


ans ies hhrar Co eG Lar Ler 12 DATEAPR 1 7 '59 Onthun §. Kain. 


MARYLAND STATE E DEPARTMENT OF HE HEALTH—BALTIMORE, 18 
‘CERTIFICATE OF DEATH 4201 


Reg. Dist. No. 


—_ 


Soe 
‘. 3 IN 2. USUAL RESIDENCE (Where deceased lived. If intlitution, Baidence before edmission) 
£ ° b. COUNTY 
2 23 MARYLAND Fy, Le Usk s, 
32 ‘ 
£ Be b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give neorest town) 
8 rs 
. RURAL ond gen neorest town) : Le ye. * Ly f2 Y 9 
. Ba sed 
3 A 
2 = NAME OF HOSPITAL IF not in he tol, street oda , d. STREET ADDRESS . 1S RESIDENCE 
tgead a OFo “oe IyeriLe - y ait : ‘ Rel! ‘A FARM? 
amas < 
g 85 ° Springfield Road Ci NOS 
2 ie 5 3. NAME OF S Middle DA Month, Doy Yeor 
a 25 {Type or print ; Sy, AP 194 é 
© —- = <i 
= >. 5. SEX 3 6. COLOR OR RACE |7. maRRieD [7 NEVER MARRIED [] . ie td 
= 2 : = 
an ae FF C Z wioowen PK ——oivorced Ah Dkh I. eae 
8 
2 E&y Oo. USUAL OCCUPATION (Give hind of work done] 0b. KIND OF BUSINESS OR INDUSTRY |11- cae ote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
> PA 
8 83 PP mos! of working life. eyen if retired) we y > 
os Ue I SOLE L tp ee ea Lae fe, Ai Se HF, 
8 Q 3 2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME . 
eso tiJsZer aad 
2» O83 Aer - 7 Y : 
% er LL eit! LL. OGY CE Ge Ne td 2etc-€ 
te >o3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 6." TAL SECURITY NO. |17. INFORMANT Address. 
= SEL Creates {UF yes, Give war oF cites of service) ; 5 y, 32 $2, aadicn F702) 
i pie Hit = tude |Itp tha. Mb ghee! Giaed. 1h, Dut 
« £8 
° 28 3 18. CAUSE OF DEATH [Enier only one couse per line for (0), (b). ond (€).) INTERVAL BETWEEN 
3 pe / 
2 86 & PART |. DEATH MBIA Cast io)__ HYPERTENSIVE CARDIOVASCULAR DISEASE *36 yrs 
£ oSF - 
5 =ee YP0,0 DUE TO 
> 
= ae > Conditions, if ony, which w___ARTERIOSCLEROTIC HEART DISEASE 20 yrs 
3 eS gove rise to immediote 
5 sks couse (0). stoting the under ( DUE TO 
3 ynder- 
Se%sP lying couse lost, tg__ ADVANCED SENILE DETERIORATION 1 yr 
3 iw 3 5 ee é Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mop] 19. Perea 
BESEZ 2 SONTMEUTING TO DEATH 
= ss O\ yes] noct 
2 bte 9) uv 
2 v 
Fe eoas = [200. ACCIDENT WAS UNDERLYING E]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
e5eer & | OR CONTRIBUTING C1 CAUSE OF DEATH 
Seses & [UVF EITHER, NOTIFY MEDICAL EXAMINER) 
ca aes a 
See form. DOF ICP 
2stss % [20c. TIME OF INJURY Month, , Year 120d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, {City or town) {County) (Stote} 
a o Vv . 
58s s aerie os Wve Seivtiente foctory, street, office bldg., etc. 
zsE2E 3 p.m. Ww lot work [] ot work [J 
See a] 5 
2 #25 = 21. | certify that | attended the deceased from,.__1935 mee 726 April 19.22..,that I last saw the deceased 
Zz 3s : 
on<es alive on___25 Apr, 12.59 ___, and that death accurred ol 2330 , fram the causes and an the date stated abave. 
bo oa i) 
B Bo ADDRESS (Street, city or town, stote) DATE SIGNED 
wpese Senatuni ugiberty Road at Eldersburg, Sykesville P.0., 
e°e Pee cee ee ee eee Se ee See ae ee ae ae ee tir, 
See Oe | $ 4426/59 
2042 PHYSICIAN’ 
Zsa28 Nawettype) Wile He Lawson, Jre, M.D. 
i ol hit ns eae n tee ee ne 
33 2°° 20. BURIAL. ERATION: 2b. DATE THEREOF Zc. NAME-OF CEMETERY OR CREMATORY 72d. U (Store) 
eS ot __PBMOVAL (Speci * = oe Le Y 
Sas Date, 2E-SF | Apecctorn Lied, f 
ee F&F 


23. Ful RA DIRECTOR'S SIGNATURE il ADDRESS ‘24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS ANS (4 EE LAL®) Fhe yt Le; y Lf, vate APR 2 9 '59 ithen 8 Himsa 


iar _ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


SAC 
- CERTIFICATE OF DEATH 05494 


i.e Mi \ E Reg. Dist. No. 
(4 3 & Nn. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odtission) 
Cake ech °. b. COUNTY * 
ae 6arroll “ Lyla ota Maryland Baltimore 
£3 'b. CITY OR TOWN [If outide corporote limits, write [¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) Vv 
3 s RURAL ond give nearest lawn) 
= 2 3 Bdays On : 
— = d. STREET ADDRESS e. 1S RESIDENCE 
a ON A FARM? 
none yes [] No a 
3. NAME OF First Middle lost 4. DATE Month Ooy Yeor 
DECEASED | OF ; 
(Type er print) Samuel Stuart Wantz DEATH k 9 19 59 


5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [-] | 8. OATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR| IF UNDER 24 HRS. 
a fost biethdoy) [Months] Doys | Hours | Min. 
Male White winowed [_Divorceo(] | 11-22-68 90. ys. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE [Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) im cal 
Carpenter Unknown Tlinois 


se remave carbon papers. Pages |] and 2 Should be filed with 


U.S.A 
ce 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Elias Wantz Charlotte Rineman 
1. WAS DECEASED EVER IN U, $. ARMEO FORCES? /16. SOCIAL SECURITY NO. 17. INFORMANT Address 
J¥as no, oF unknown) {IE yen, give wor or dates of service) " 2 
Unknown _| Unknown Unknown Records Springfield State Hospital 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, end (c).] pegrane cea 
a PART |. DEATH WAS CAUSED BY: + 
5 6 IMMCIAH cause io. _eneumonia days 
= 17% DUE TO 
Conditions, if ony, which rm Due to Cachexia 


ned by the attending physician and campletely filled in by’ 


gove es to tpt anaes 
«Carcinomia of prostate 


-transit permit. 


TO HOSPITAL OR, ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours 


RY 
4 z Past $l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTJNG, TO QEATH, NOT ELATED JO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) 119. WAS AUTOPSY 
3s 2] Chronic brash spnarome sssoctatea with ciraula sory is Tarbanice y with cé a neal 
a Vi En rtoawmincalas 35 H = ehotia resation 
ze = | 260, ACCIDENT WAS UNDERLYING [) | 2065 DESCRIBE HOW TNIURY OCCURRED. (Enter nature of injury in Port | or Port Wt of item 1B.) 

S35 yy OR CONTRIBUTING [J CAUSE OF DEATH 

5 2 © {(IF EITHER, NOTIFY MEDICAL EXAMINER) 5 eee] 

4 & |20c. TIME OF INJURY Month, Day, Yeor ] 20d. INJURY OCCURRED |Z0e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
3.2 8} __ Hour om, .* [while Not xhie foctory, street, office bldg., etc.) ! = 

si 2 nm 1 Man were (alte arena] ' 

$s 21. 1 certify that | ottended the deceased fram.__Aprd.----J a W583 to_Apri]--9--.-.., 1959... that | last saw the deceased 
cies 3 alive on April 9. --, 12H9____, and that death accurred rt from the couses and on the date stated abave. 
£s g Wally ADORESS (Street, city or town, stote) DATE SIGNED 

é: ttt ws, Springfield Seste Hospital __Ur9-59_ 
faz / 

3 Zz PHYSICIAN'S». . 

222 NAME (Type)_Walter Knop) —. 4. wykesville, Maryland ___ eee 

age 720. BURIAL CREMATIO) P I OA-CREMATOR d Cin 9609 

pee DOOD tu) Up nage dali Pteate & il 

Fo8 Teg he VA LTO LAW Mt etter Lyn AAA Y, “Le _« 
V4 Dp 


Bs R § Lr Vado ESD BY RE ee ‘Dab. REGISTRARS SIGNATURE 
Nace Booed Go DY owt Jett) Jib ofa TA Ctl 8. Flash 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ‘ 
4213 CERTIFICATE OF DEATH 04202 


Reg. Dist. No. 


“ ge 

3 1. PLACE Of DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmission} 

& 0. COUNTY Fy, meare STATE b. COUNTY 

< a} = © LENGTH OF STAY IN 1b €. CITY OR TOWN jHf outside corporate limits, write RURAL ond give nearest tawn} 
3 rer 

oie ne 4 < x Wipe 

Cees felt 2 4 LA ALLEL a 

S 53 a NAME OF HOSPITAL (it na hospital, give street oddress) d. STREET ADDRESS, e. IS RESIDENCE. 

8 = Kr © OR INSTITUTION / LY ON A FARM? 

Ps a v 

r4 23 ES, Oo NOW’ 

2 £6 3. NAME OF First Middle lot 4. Date Month Doy Yeor 

=~ %- ; ge MO i 

er Gis Fin) hee  OWlee Wh, LD |p pea A 22 19 

= =e 5. SEX 6. COLOR OR RACE | 7. MARRIED J NEVER MARRIED [[] | 8,.DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR| IF UNDER 2441R5. 
s lost birthday) [Months] Days | Hours Min, 
7 


VALe. 4jPo \wioowenf] —_olvorceo 235, LEE 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND. 3 BUSINESS OR INDMSTRY |11. aie (State ar foreign country) 
during mast of working life. even if retired) 


A) eG ito te 


HER'S NAME 7 14. MOTHER'S MAIDENNAME 7 


f, 
‘f é Ta 
MAE 47, welt 2L¢ 


Z WAS DECEASEDEVER IN U, S. ARMED FORCES? [é: SOCIAL SECURITY NO. ]17. INFORMANT ~ 


fe. nO oF unknown) {lt yer, give wor or dates of service! 
1242-24-50 yy) Bleen 


yrs. 


12. CITIZEN OF WHAT COUNTRY? 


YS tt. 


e carbon papers. 


'2 hours‘after death. 


| oan 


INTERVAL BETWEEN 
ONSET ANO DEATH 


Aaa 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


The law requires that the dsoth certificate be executed with 


he haspital or ottending physician. 


4 DUE TO 
Conditions, if any, which (b) 
gove cise to immediate es, 
couse (a), stating the under. ( CUETO 3S ‘2p — 
lying couse lost. (2 Ycae be. eg 
Past $1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}| 19. Repeal Cac 
ra} bi 
, ves] No) 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port tar Port Il of item 18.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Day. Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120. {City ar town) (County) (State) 
Hour a. m. Whi Not white factory. street, office bldg., et " 
Pom. 9 fat work [J ot work [J 


21. t certify that | attended the deceased fram. eee ei Wak, eT 19.3. 
, and that death acco (: | ee ..---M, fram the causes and an the date stated abave. 


alive hoe ae, Pp eae AP 
of. DDRESS (Street, city or town, state) ATE SIGNED 


Ste LpertiouwtK Yor mo 43 (CLAN, kel ee Y~ 22.59 


MEDICAL CERTIFICATION 


sthat | last saw the deceased 


After this certificote has been signed by the attending physicion and camp! 


2: 


poge 3 should be detoched far use os the burial-transit permit. Then please 


the registrar priar te burial, crematian, or removol, and in any event withi 


TO HOSPITAL OR ATTENDING PHYSICIAN 


C=) 

a PHYSICIAN'S 

83 © | [RRC ie Ze% t = == pa AOL ia Se ae 
ae i Bsiovs Chae 2c. NAME OF CEMETERY OR 5 72d. LOCAYION (City, own, ar county) (Stole) 
~5 MOVAL (Specify 4 * bs 5 j 4 

pe 24. ABS. ES bieplicla CLE Ie 

e ‘AQDRESS ha. REC'D BY REGISPEAR | 24b, REGISTRAR'S SIGNATURE 

Vs Aisa fe oare APR 2 8 '99 ntl &, Minin 


-MARYLAND ‘le gis 4y8)3 ENT OF “geal 18 
59 6 
L248 °° “CERTIFICATE OF DEATH 


— 


04203 


= fz Reg. Dist. No. 
eS = 
3 2% 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If insitliony Residence before admission) 
ee} A | 9. COUNTY STATE b. COUNTY 
Saaoae Carroll gpa ie Maryland Baltimore 
E Bes B. CITY OR TOWN (IF autide cerporcte limits, write [¢. LENGTH OF STAY IN 1b «. CITY OR TOWN re ‘outside corporate limits, write RURAL ond give nearest lawn} J 
Fy ond give nearest town me ; 
> §2 Sykesville (Rural) | 2 Yrs.,2 Dy Baltimo SVal-4 
> "3 d, NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
3 - | OR INSTITUTION 1200 Vall ON A FARM? 
zs5 O/ Springfield State Hospital 00 ey Street uae) NOX] 
2 = 5 3. NAME OF First Middle lost 4. DATE ‘7 7 
= - , 
a 2; type ori Annie Cheseltine _ Wells | bum 9 54 
es ° 5. SEX 6. COLOR OR RACE | 7. MARRIEO [[] NEVER MARRIED & | ©. OATE OF BiRTH 9. AGE {In years 2 UNOER ot IF UNOER 24 HRS. 24 HRS. 
3 3¢ low ae Months} Days | Hours | Min 
“ete Female White |wowo _ovorceoO | March 31, 1872 Te 
= Eg. 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (Stote ar foreign 1 12. CITIZEN OF WHAT COUNTRY? 
3 8s during most of warking life, even if retired) 
£ aed Housekeeper -- Maryland UsSeAe 
bf ° 8 3 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
coc 
© 58% 
B Ber Ernest Wells Mary Hammett 
= 233 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
eee 
= 2 £ iYen. no, oF unknown) (it yea, give wor or dates of service) 
& pfs No __| = - Springfield Hos 
3. fs = 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (c).} INTERVAL BETWEEN 
o 265 PART I, DEATH WAS CAUSED BY: ONSET AND -CeAts 
ie oc. IMMEDIATE CAUSE (o) Artertoscle disease Months 
= ££ : t et OUE TO 
30ers Canditions, if ony, which ty) Bronchopneumonia Days 
s 3 gove rise to immediote CUETO 
S aa couse (a), stating the under- . 
aces! lying couse lost. Generalized arteriosclerosis Years 
z 
3 MW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a} 19. oe Apsara 
x} 2 hr onie B rain s rome associated d with cireu —— sturgance 2, With | ceeenror 
= 6 ero ero with psycho s3c0h sy Noo 
= © [200. “ACCIDENT WAS UNDERLYING C]__] 206. DESCRIEE HOW INJURY OCCURRED. {enter nature ol invuly in Parl Var Pow tl ef fem 1 
z iS OR CONTRIBUTING. CAUSE OF DEATH 
< © {{lF EITHER, NOTIFY MEDICAL EXAMINER} 
Z 5 20c. TIME OF INJURY Month, oy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120F. (City or town) (County) (State) 
= 5 Hour 0. m. ig. Nblot vite foctary, street, office bldg., etc.) ! 
= 3 p.m. lot wark [1] ot work (J : 
2 21. | certify that | attended the deceased from...“ = oe sig25 Teoma ae , 195-7. thot | last saw the deceosed 
9 alive on 5 ae SS ee . 19 59 _, ond that deoth occurred ot %. tS mM, ni the causes and on the date stated above. 
& 7 
£ ADORESS (Street, city ar town, stote} DATE SIGNED 
< ACTUAL if” A Ae 
Ps Mittin Rite A fete us fod Springfield State Hospital %&—-9-$3 
2 PHYSICIAN'S ie 4 GS Q 
< Naaetiyess 1X it O _ VLA} jon OVKOSVi lle, Mavyland. = 00 oe 
& Se  —————————— 
B 220. BURIAL, CREMATION, | 22b. DATE THEREOF EF iE OF CEMETERY OR CREMATORY 2d. LOCATION [City, towereg county] (Sere) 
Jee isa s 2 Als ef 
° 5 ie Lh ba) REGISTRAR ‘Zab. REGISTRAR'S SIGNATURE 
PEE nF 220, oy, DATE 59 Cottun £ Fina & 


? ; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 B. 
& CERTIFICATE OF DEATH 4204 


Reg. Dist. No. 


= 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived, If inition, Residence before odminion) 
°. , 0. STA b. COUNTY, 
ge Carrell parcel Maryland €ayrol 
3 B. CITY OR TOWN [If outside corporote limils, write |e. LENGTH OF STAY IN Ib || _c. CITY OR TOWN (If Outside corporote limits, write RURAL ond give nearest town) 
3 RURAL and give nearest Th « 2 7 ¢ 
Pay y Y édyS XK yal Mourn] ye ¢ 
j 4. NAME OF HOSPITAL if natin hospilel, give street eddren) 7 & STREET ADDRESS Route Z «. 15 RESIDENCE 
¥ 1 j e € 
deg Redd i fii'dge Koad oy ves [] NO 
3. NAME OF Fi Middl 4. DATE M ¥ 
aeer x le Ee Da oth Day jeor 
(Type or print) ana tw; Lliaw DEATH 2§ 


5. SEX 6. COLOR OR RACE | 7. MARRIED L] NEVER MARRIED fog’ | & DATE OF BIRTH 7. AGE (fh yoors | FUNDER LYEAR]F UNDER 24 HRS, 

j ° ost bin Months Min. 
Male Colored |wwoweoQ _ vworcen A, ri l 23 192 yn. [Saha ee | eee mn 
TOa. USUAL OCCUPATION (Give Kind of work done]10b, KIND OF BYSINESS OR INDUSTRY 11, BIRTHPLACE (Side or foreign county) 12, CITIZEN OF WHAT COUNTRY? 

vevioys an lana US. 


during most of working life, even if retired) 
14. MOTHER'S MAIDEN NAME 


walter Butle Mabel Williams 


Peete aed AT a laced 16. SOCIAL SECURITY NO. | 17. INFORMANT fp Address 7 
Ta {7-28 SSBE Mabe/_toiilidm s- Mount Airy ML 


a8 
13. FATHER'S NAME 


~ 


ficete be executed within 24 haurs affer death: Page 4 


Then please remave carbon papers. Pages 1 ond 2 should be fi 


ar remaval, and in any event within 72 haurs after death. 


V7 [18 CAUSE OF DEATH {Enter only one cause per line for (0), (b), ond (c}.] INTERVAL BETWEE 
t ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: * hom 
: IMMEDIATE CAUSE (o} & S 
Pisce DUE TO 
Conditions, if any, which eo 


ed by the ottending physician and completely filled in by 


gove rise to immediote 
couse (a), stoting the under ( OVETO 


lying couse lost. {) 


Past Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1o}]19. ASIA TORY 
Yes (]_ NO fay 
20a. ACCIDENT WAS UNDERLYING D1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
j20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, farm, ¢ 20f. (City or town) (County) (Stote} 
Hour @. n. While Not while foctory, street, office bidg., etc.) { 
pm. 19 Jot work (] ot work « 


he burial-transit permit. 


IDING PHYSICIAN: The law requires that the death cerfi 
MEDICAL CERTIFICATION 


After this certificate hes been sign 


88 
2h? 
2-55 = =F 
2s 21. I certify that | attended the deceased from._____________--_.. 1 WS to, Lt pe 2/1 ae » 192% _,that | last saw the deceased 
iH 2 
Si) e 3 oe alive on_. taal ze, (pkg dee and that death occurred at. LE ALM, from the causes and on the date stated above. 
& 3 2 1K . ADDRESS (Street, city or town, state) DATE SIGNED 
ae AL Z 
gress Sette chill o. .-4{ 28 [SF 
£42 , ; Gin 
23225 /| |runeuns WB Colwell Mount hiry Nid 
eesss See eee a et 0 en 
8 22° : 20. BURIAL, CREMATION, 2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Slate) 
2 pees MOVAL [Seed -1-1959 Mt. Zion Carroll Co,.,hd. 
Cone 23. FUNERAL DIRECTOR'S SIGNATURE ae, . ADDRESS ‘da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
ee) J. Sie i sie are MAY 159 Other & inna 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4216 CERTIFICATE OF DEATH 


mt 


04205 


Reg. Dist. No. 


:. re 4 : —<——S3 
g 25 if 1. PLACE OF DEATH 2, USUAL RESIDENCE {Where deceosed lived. If institution: Residence before admission) 
= £3 <& 2 COUNTY Carroll marviano || ° STE Maryland b. COUNTY Balto.Coe 
eo s a b. city OR TOWN (If outside carporote limits, write |e. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest tawn) 
$23 Sykesville WSyrs.2mos.22days No address - brought here by N) 
5. Jd. NAME OF HOSPITAL (If not in hospilol, give street oddress) d. STREET ADDRESS . IS RESIDENCE 
3 oa R INSTITUTIO} ; ‘ON A FARM? 
: eS -|_ Soringfle1a state Hospital Balto.County Police, x weD OO 
3 — 
2 is 5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
a 35 fiype ot print) Franklin WILLIAMS beam = April 21, 4959 
c = 
£ =o $. SEX 6. COLOR OR RACE | 7. MARRIED [1] NEVER MARRIED $e] B. DATE OF BIRTH % Penta a FUNDER 1 YEAR| IF UNDER 24 HRS. 
2 3, Male White wipoweo [] ovorceo(] | February 23, 191! =o (ges Mie Pc RC 
$ & be Wa. eS Pa ahaa ie re kind e Seal 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 See luring mest af working life, even if retir U A 
£ ok ‘one 3 Maryland eSehe 
3 ° 3 o V9. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
s35-— 
2 38 Uninown Unknown 
& 8 I 16, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. 17, INFORMANT ‘Address 
. paciabaeate it wae erat Satta 
§ ots No Taeage se . = Springfield Hospital Records: 
£8 = 
3 28 3 Te. CAUSE OF DEATH [Enter anly ane couse per line for (0). {b). ond (c).] INTERVAL BETWEEN 
co fay L Y: 4 
2 os z sa DEATUMEDIATE CAUSE o__Uremia: due to hemorrhagic nephritis: Months 
Ee Se : DUE TO 
Bee 
Se eos PS Conditions, if ony, which bo 
s BES gove rise ta immediote 
5 sh couse (a), slating the under ( DUE TO 
Tee. lyin 1 
(tetas it perngsecuse: last) (). 
3 is 2 5 = ‘3 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Hop} 19. pea Se Sy 
2E22% g Mental deficiency without psychosis. 
an < yes] noX} 
eas oO uv a re 
= ot 3 § = 200. ACCIDENT WAS_UNDERLYING 1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port II of item 18.) 
ggeat & | or CONTRIBUTING D1 CAUSE OF DEATH 
Zegzs S |(F EITHER, NOTIFY MEDICAL EXAMINER) 
Sotes & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
$5.° 96 rot Heer ge mi! While Not white foctory, street, office bldg., etc.) | 
= sEPE = pom. 19 lot work [J of work [J] ' 
$3,685 ; A a 
2 32 33 21. | certify that | attended the deceigy from_March * aE: 2 1 WD2_ Sop sie Ra | ee Si that | last saw the deceased 
2 = $s alive on April 21, e272. ;-- and that death accurred ot. _M, from the causes ond an the date stated above. 
= € 3 = G F ADDRESS (Street, city or town, stote) 4 DATE SIGNED 
aS hl 
<6: F Heth Sr, Clcecého uo, Springfield State Hospital 4/22/59 
fare ae 
2535 PHYSICIAN'S Agustin delCampo, M.D. Sykesville, Maryland 
Seaie nA es OL tae ETS ee a is 
5 3 ee 
B8YoO Ro EMATION, | 22b. DATE THEREOF [ze CREEL OR ity, town, or count, ; 
Zoe i, ; i yy p vaty) (Sjote) 
27ets LUNG OY AM Leda LL Grab 
at: 412% Ve AM Liberated Gold oe, Me 
VS AIS (4 5 9 Ne ; + Lh yy 
Mass LLEC AA 2) CHE IL Ad Adaghl2 ©, big ONAPR 2 3 '59 enim a. am 


CERTIFICATE OF DEATH 4206 


Reg. Dist. No. 


1 y MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


® . 
% 4 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceored lived. If insitutlony Residence belore odmission) 
leurs . °. . COUN 
* 32 w Carroll Std Maryland bCOUNTY Balto. City 
ee oh / b. CITY OR TOWN (IF outside corporate timits, write] ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate fimits, write RURAL and give neares! town) 
ae 5 oP RURAL ond give nearest town} : d ny 
~ 52 Sykesville 2 weeks Baltimore VO/ = if 
4 a. Ser Osea (lf not in hospital, give street address) d. STREET ADDRESS #5 RESIDENCE 
e 6 Rockrose Ave., Zone 11 5 
g oso Springfield State Hospital 201 es yes [] NO 
> vo = 
° ec 
2 £6 3. NAME OF First Middle lost 4. DATE Month Y Y 
ae DECEASED OF ; 
2 35 Beene Howard Frank  Wollet Stam April w, \b9 
c 
3 =e 5. SEX 6. COLOR OR RACE | 7. MARRIED PY NEVER MARRIED [-] | 8. DATE OF BIRTH 8 > Ape ear UNDER went TUNE 2S 
4 2 on! 
2 Ey Male White wiooweof]  oworcen gy | September 7,1870 | ‘gyre, +] Days | Hours | Min 
2 Ge te: VWOa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 93s during most of working life, even if retired) U.S.A 
S ocd Farmer - Maryland eSeohe 
g O85 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
£6 
2 88% John Wollet Rachel - 
GC Yor 
= si = 13, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= fas, 0. oF unknown) {IF yer, give were doles of service) 
3 of No fig s Springfield Hospital Records 
eo 22 = 
3 E8 i, 18. CAUSE OF DEATH [Enter only one couse per line for (6). (b). ond (c)-] INTERVAL BETWEEN 
3 285 PART |. DEATH WAS CAUSED 8; D 
2 O84 IMMEDIATE CAUSE (o]___ Bron chopneumonia 
= f#? | YT > DUE TO 
aS Conditions, if ony, which 
ig . if ony, whi i 
oi) eee 5 ise 10 immediote o 
= 68 toting the under. ( DUETO 
et 
ecg ae lying couse lost. {e). 
-2ec2s 
Bese rs P, 1G T T TED TO THE DISEASE BRON GIVEN IN PART 1(0][19. WAS AUTOPSY 
338 See Sieben a SBBsVien’ SOA INS BEB Se sea Ey Mg. syns orie reaction SS 
eises xX 15 nt bilateral subdural hemorrha not & A noo 
2bgo8 3 |Rece: 
ees = | 20. ACCIDENT WAS. UNDERLYING C1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port tI of item 18.) 
SG cpae & | or CONTRIBUTING CJ CAUSE OF DEATH 
agdes & | CF ETHER, NOTIFY MEDICAL EXAMINER) 
z= 4 =z RES: Be rie 
2sees & [20c. TIME OF INJURY” Month, Doy, Year | 20d. INJURY OCCURRED _[20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (tote) 
z 5 g 23 5 Hour o.m. *, White Oo Not ee foctory, street, office bldg., etc.) ' 
?, jot warl ot wor! 
ese7§ = Pm. 
eave Oa 7 
g gs ae 21. | certify thot ! attended the deceased from April 6, ___, 19. +] 7, ee ,that | last saw the deceased 
z Be P 
eos alive on_ and that death pfturred at. **M, from ie causes and an the date stated above. 
2a 8B 
E ce (ae ADDRESS (Street, city or town, stote) 4/2 se9 
<meS ACTUAL s d St Hospital 20/59 
é: S Springfield State Hospita 
o a 5 SIGNATU! IO: 
OPE UE n = 
£3228 nivicaNs VY Agustin delCampo, M.D. 
Che eS 7 
3 sop 220. BURIAL, CREMATION, | 72b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Stote} 
o,5 3° REMOVAL (Spacity) 
Fata g2 Balto Co, Md. 
ae 23. Bas DIRECTOR'S SIGNATURE gies 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
, ’ 
pe sy , Za SD AOnvuTm  >x wv BZ A—~| oareAPR 2 359 Ctton £ Moose 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


04207 


Reg. Dist. No. 


~ 

S 1 8. COUNTY Gay 1 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 

2 e arTro, MARYLAND °. M b. COUNTY 

laryland Balto, Gitty 

e b. CITY OR TOWN {IF outside corporote limits, wrile | c. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) V4 

$ RURAL ond giv Fel town) 

Se SS ykes 2mos. 28days: Baltimore 21 03-54%. 

@ 5] d. NAME OF HOSPITAL " not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
id iy OR INSTITUTION, ON A FARM? 
Shee. Springfield State Hospital 26 Avenal Road ves] NOX] 
8 3. er SF First Middle: Lost 4. ag Month Day Year 
F yosteden Minnie Margaret Neumeister Worteck | dan April 27, Sey 1559 

5. SEX & COLOR OR RACE |7. MARRIED [-] NEVER MARRIED B. DATE OF BIRTH AGE (In years [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
Female White “eens on ona, 3 June 10, 1893: a birthday) FManths] Doys | Hours | Min. 
yrs. 


10a. USUAL OCCUPATION, (Give kind of work Sai 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cayntry} 12. CITIZEN OF WHAT COUNTRY? 


he : during most, of working My see if retired) 
Housewife - - Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Henry Neumeister Louise Knoblock 
15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, no, oF unknown) | (IF yes, give wor or ae oF service) 


No 21-26-9901 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] 
PART 1. DEATH MEDIATE Cau {o)__ Bronchopneumonia 


Springfield Hospital Recokds 


INTERVAL BETWEEN 
ha AND DEATH 


Then please remove carbon p 


the registrar prior to burial, cremotion, or remaval, and in any event within 72 hours after d 


icate has been signed by the attending physician ond completely filled in by the ‘uneral director, 


“a7Gtx DUE TO 
“4 Conditions, if ony, which (o 
gave rise to immediote 
cause (a}, stoting the under- ( DUE TO 
€ lying couse lost. oy 
. 4 a Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. eae eral 
> = 
= s| Psychotic depressive reaction. ne o NOX] 
2 = 200. ACCIDENT WAS UNDERLYING 1] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
3 & [OR CONTRIBUTING (] CAUSE OF DEATH 
€ © { (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town} (County) (State) 
a Hour a.m. While Nat while foctory, street, office bldg., etc.) | 
3 lat work [[] ot work 


that I last saw the deceased 
ses and an the date stated above. 


ENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs of 


he haspito! ar al 


poge 3 shauld be detached far use as the burial-transit permit. 


& 
8 ‘ADDRESS (Street, city or town, stote) DATE SIGNED 
i Springfield State Hospital 4/27/59 
o 4 / aoe e se P: SS SS SSS SS ae 
283 mugs Edmund Lusthaus, M.D. Sykesville, Maryland 
= 
F oS 7c, NAME OF ye OR CREMATO! Tid. LQCATION (City, town, or county} (State) 
Ede cto SUO < LAWN Mm. Te. \e. 
2 2. ADDYESS, yA 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
1M 9750. aaa JoareAPR 29°59 | Cithug & Kina 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 y 
_ 42 A4fDICAL EXAMINER'S CERTIFICATE OF DEATH 04208 


Reg. Dist. No. 


Ze... | STATE 


esa’ DEPT. [y ptace or pcaTh 2. USUAL RESIDENCE poe, ese callie eal soe Res Gores txtotaleater vt ca) ALT 

es 9. COUNTY Carroll MAR vuAloriee STATE Maryland b. COUNTY Carroll 
3s . CITY OR TOWN (0 evide epart in wie PUPAL ¢. LENGTH OF STAYIN Tb || ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
5 Rural Westminster R 6 | 20 years Rural Westminster R.F.D.6 
g 3 d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospitol, give sree! address) j. STREET ADDRESS . Gace 
e X Smallwood, Md. Smallwood ves] NOL] 
= 4 a — a a ee ee ee aes 
5 z First Middle Lost <. DATE Doy Yeor 
x] DECEASED. OF - , 
sith Bernnnay WussTt im Ger Ff wy 
5 3 ’ 6. COLOR a RACE |7. “HARRIED §€} NEVER MARRIED [-]| 8. DATE OF BIRTH oe E E baron [HEUNDER 1vEAR] IF UNDER 24 His 
= 5 White |wioow _ ovorceo Nove 6, 1899 Gomi ba? ge | ae 

ra ¥00, USUAL ceeuagt kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign ees h2. CITIZEN OF WHAT COUNTRY? 

luring most of workin ven if retire 

s ret Accountan Country Club | Baltimore, Md. UB A 

5 13, FATHER'S NAME i V4. MOTHER'S MAIDEN NAME a 

2 Adolph Wuest Thresa Flick 

5 1. WAS DECEASED EVER IN U. $. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT i. seen 

x t0, 0° Urinary 
F no | 212-10+91 Mrs. Edith Wuest R. 6 Westminster, Md. 
bd ease Mebed 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), end (c). = inngavat aftwtte 


PART 1. DEATH WAS CAUSED BY: eB ; 
IMMEDIATE CAUSE (0} 2. ay = te A 
/ LEK DUE TO 
ns, if ony, which (b) 
Gove rise to immediote coure 
{e), stoting the underlying( PUE TO 
coute lost. a (e. 
PART I!, OTHER SIGNIFICANT CONDITIONS CONTRI 


TING TO 0 ‘DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 


19. WAS AUTOPSY 
PERFORMED? 


ves] No 


20a. EXTE| 


iL CAUSE WAS 
PRIMARY Cor 1S al o 
CAUSE OF/DEATH. 


20c, TIME OF INJURY Month, plies 20d. aul OCCURRED [20e. PLACE OF INJURY (Home, form, 120F, (City or town) (County) fstarel 


20b. DE: 7 gic oe i INJURY OCCURRED. {Enter noture of injury in Port | or Part Il of item 18.) 


1 This certificate shauld be executed within 24 hours after death. 
e, writing the word “‘pending’' in pencil in Item. 18. Give Pages 1. 2, and 3 ta the funer 


MEDICAL CERTIFICATION. 


jled Jo the Chief Medical Examiner's Office along with form PM3. Poge 5 may be retoined iN 


TO FUNERAL DIRECTOR: Poge 3 shauid be used as a burial-Iransit permit. File pages 1 and 2 with the State Board of 


or its designated ogent, prior !o burial, cremotion, or removol, 


Hi 2] Whi ‘Ss factory, street, office/bldg., etc.) | 4. 

Z er om if ie ope Seo sie pa Legerele Via 
= 21. | certify that | taok charge af the remains described abave, held an Autapsy Inspectian Inquir: and in m 
= P quiry iy 
ng opinian dea} resulted fram: Natural causes [_], Accident 0. Suicide iw Marites OD. Undetermined manner 2 
= 
‘@ Siam ‘fom HIEF MEDICAL EXAMINE! Lip go k s 
awe ty) od. a YEE TT mp, SHER XAMINER [] 
g° ® Ds ey ASSISTANT MEDICAL EXAMINER {] 419 
- Ke I~ Ma 
res Fg [MAR Srp cere meoicm ernment SF 
S32 Tie. BURIAL. TERN 7b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county) bas 

5 ci 
2p Burial” | 4-11«69 Evergreen Gardens Finksburg, Maryland 
hig \ 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS. AISME 
$M 2/57 John R. Byers Westminster, Md. care APB 1 4 59 intial eg” Sa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 9 0 r 
CERTIFICATE OF DEATH (420% 


Reg. Dist. No. 


nt 


Py 


se pS Sao 
s a 5 1, PLACE OF DEATH = F 2 USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmision) 
8 85 8. °. b. COUNTY 
“ 52 ys \ Carroll baila ilaryland 
ret & ah B. GITY OR TOWN (i outide Bete limits, write Te, LENGTH OF STAY IN Tb | €. CITY OR TOWN (If ouide corporate fimils, write RURAL ond give nearest town) 
g 5 ond give nearest town! Ak 
= $2™ elmo.20day Baltimore 2V0) 
a Re d. NAME OF HOSPITAL ([f not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
4 = y OR INSTITUTION ‘ON A FARM? 
= = / pringfield ate Hospita 17 EB. 28th. St. ves] NO 
6 3 NAME OF First Middle tost 4. DATE Month Dey Yeor 
: (Type or print Malster = Yeager es 21_19 (59 
3 2 
oS 
2 


5. SEX 6. COLOR OR RACE 


= MARRIED [Sf NEVER MARRIED. ob 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Min. 


= 


18. CAUSE OF DEATH [Enter anly ane cause per line for (0). (b). and (c). J INTERVAL BETWEEN. 


PART |. DEATH WAS CAUSED BY: ONE OMECE are 


31 birthdoy) 
A Male White wipowen [} pivorceo[} | 11~6-97 & yn. 
be 100, Setnt Rearat weeny ’ i Gi baa 10b. Sore OSAFHAS INDUSTRY | 11, BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
og Salesman zooimow:x Maryland U.S Ae 
3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ae John T, Yeager Ellie (Ella Miles) 
Fy 2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. y INFORMANT dress 
£ RYicteth call a), Gt yessdige ee ariaaaroll racic) q 3 
: 9 unknown unknown 215-10-2),28 | Records Springfield State Hospital 
3 
2 
$s 
= 


is certificate hos bese signed by the attending physician and completely filled in b 


TTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hawt 


* 


may Beiretal 


TO FUNERAL 


Namethe Walter Knopp, M.D 


e 
‘220. BURIAL, CREMATION, | 22b. DATE THEREOF Mc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) - 
Buria 9 a i Baltimore, Md 


= A. IMMEDIATE CAUSE ‘o! encephalomalacia - Ssiddions . - «iss = 
$ Satis DUE TO 
22 Conditions, if any, which (oh 
Eo gove rise ta immediote 
ge cause (0), stoting the under. (| OUETO 
= z lying couse lost. {) 
Sees 2 FI Ne 1a)]19. WAS AUTOPSY 
Bats 3 Chrévide waa tH SYREPOHE" ASTUTE Ned HATH EEE EPO EPC NTE 11 PeREORMED? 
age2 3 | meningoencenha h_psycho vs OF N00) 
eons = [200 ~ ACCIDENT WAS UNDERLYING [a] DESCRIBE HOW INIURY OCCURRED. (Enter asiareleh injury in Part tor Part Il af item 18.) 
Bronte & | OR CONTRIBUTING CO) CAUSE OF DEATH 
sees & | GF EITHER, NOTIFY MEDICAL EXAMINER) ———— 
Stes & |e. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {(Stote) 
5.29 = g Hour o.m. While lo! white factory, street, office bldg., 6) | 
327s g ur 9 fot work F]Ter wrk [J = = 
Soh 
$ oe 2.1 errs that | attended the sents ee 1922-2, sfan Bal oe peers , 1959-.,that | last saw the deceased 
re : 23 olf SMa 21. i aed Ri 125 <<, and that death accurred at. , fram the causes and an the date stated abave. 
= Odo tle, $ ‘ADDRESS (street, city oF town, stote) DATE SIGNED 
= oo = * 
4 ACTUAL rinegf. 
£8 ACTUAL ey pringfield State Hospital 4-21-59 
2 
Dy 
oo 
aS 
DS 
et 
a 
az 


TO HOSPITAL 


23. FUNERAL DIRECTOR'S SIGNATURE {Ad oa ‘24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Bae 9 Liam YA eur Prd 6a) Ane ee ee Citar L Klash 


\ s Ui 


form PM3. Page 5 may be retained 


Item 18. Give Pages 1, 2, and 3 ta the funeral 4 


£ 
$ 
3 
5 
3 
3 
~‘ 
x 
£ 
= 
. 
oo] 
= 
3 
ry 
8 
° 
3 
2 
> 
8 
s 
2: 
2 
3 
$ 
a 
< 
rr} 
3 
= 
< 
bad 
a 


‘: 


execute the ¢ 
4 should be f 


TO DEPUTY MEDW 
TO FUNERAL 


: i 


1 


I 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 42410 


Reg. Dist. No. 


1. MACE OF ‘OF DEATH ti Z 2 2 2. USUAL RESIDENCE (Where deceosed lived. If inslitution: Residence belore admission) 
COUNTY 
‘ marrano || ° STE Maryland ».counTyY Frederick 


b. be OR TOWN [if ovtide corporate Nemits, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporole limits, write RURAL ond give neores! town) 
‘arid give negrest lown) 


ykosville m2R days || Burkittsville, MA. LOX v 
d. NAME O1 


F HOSPITAL OR INSTITUTION (If not in hospitol, give stree! oddress) d. STREET ADDRESS. e. (S RESIDENCE 


ON A FARM? 
ves No oO 
3. rac OF 8 idl a Month: 
DrCEASD sn mid le Lost iad 
{Type or print) Ge Fr nk} 4 n Zecker OEATH 4 
5. SEX 6. COLOR OR oe 7. MARRIED [9 NEVER MARRIED [_}| 8. DATE OF BIRTH 4 ' AGE (in yeors 


Hours 


¥ winowen F] —_pvorceo } | 7=30nG2 oat bithdey) 


yn. 
Jo, USUAL OCCUPATION (6 ‘of work done] 10b. KIND OF BUSINESS OR INDUSTRY ] 11. BIRTHPLACE {Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working li in if retired) ) 


armer az Maryland U.S.A. 
13. FATHER'S NAME / 14. MOTHER'S MAIDEN NAME 


Dawson D, Zecher Amanda Dutrow 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? | 16. at cae NO. I’ INFORMANT 


{Ver ne, er eninown The Je4 tive wor or dates ob verve) 8,8, Hospital Meuse 2 


18. CAUSE OF DEATH [Enter only one couse per line for (0). {b). ond (c).] 


PART |, DEATH WAS CAUSED BY: ae, n 
IMMEDIATE CAUSE (0) 


ADIK DUE TO 


Condilions, if any. al {b} 


gove rise 1a immediale coure 
(0), stoling the underlying(y PVE TO 


coure fost. (c) =o5 
C.Br3\"" Gusce Wittn Voreutatory disturbance yerane Here oral: erHsr ove ery 1101/19. Was autopsy 
with psych.reaction. Fracture of the neck of the Aft humerus ves] Not 


eels ~ PORHINOTRG o Pipes ten tn tis che ee Dal ‘Kroon al ESS ‘Adige 1 of ite wafie out on parole 


CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, For 1201. (City oF town) (County) (Stole) 
Mate kale 4 9) white Not while foctory, sireal, office bidg., ete. 


en 197 7 fot work [) ot work bh | Burkittdvblle ,Faederick, Md 
21. V certify that | took charge of the remains des¢ribed abave, held an Autapsy [_], Inspectian [7]. Inquiry [1]. and in my 


apinion degtf/resulted fram: Natural causes [1], |Accident [1], Suicide [], Homicide [[], Undetermined manner [] 


L/ 
Z 
if Us W/ ff Lerek mip, CHIEF MEDICAL EXAMINER [] DATE SIGNED 


ASSISTANT MEDICAL EXAMINER ((] 


MEDICAL = FICATION 


. oe =e ae eae F ssh 


720\ BURIAL, CREMATION, | r€ THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City, ce oF counly) , L ~ (Stote) \3 


AREMOYAL (Specily) 
, We 


ao) SRS be ee A U-ui0)8™ (Le rue ey ere 
23, FUNERAL DIRECTOR'S SIGNAI Bao, REC'Y BY REGISTRAR ae REGISTRAR’ x maak 


As ALA ae é Moe me eat vate APR29'S9 | ether £. Hiama 


